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Coronary Artery Disease 





L. Carl Sanders, M.D., F.A.C.P. 


Memphis, Tennessee 


Coronary artery disease is one of the 
most important diseases afflicting man- 
kind. The progress of preventive medi- 
cine has gone far toward eradicating, or 
decreasing, many serious diseases which 
were death-dealing in the past, but people 
with coronary artery disease continue to 
die or become disabled in increasing 
numbers. 

Arterial sclerosis, the basis for coronary 
disease, may cause symptoms in all parts 
of the body, but the brain, the kidneys 
and the heart bear the brunt of the dam- 
age. 

Busy executives and professional men 
seem prone to the early development of 
arterial sclerosis and coronary disease, It 
is observed that this disease is occurring 
earlier in life than was formery noted. 
It is a common occurrence for men at 
forty, or younger, to succumb to coronary 
thrombosis. 

Men with heavy responsibility drive 
themselves to meet the increased demand 
upon their time. They work long hours, 
eat too much, often smoke too much, take 
too much alcohol, and shorten their hours 
of sleep. As a consequence they expend 
more energy than they store away. This 
puts an added burden on their cardio- 
vascular systems. In time, this constant 
strain may be a factor in precipitating 
vascular accidents. 

The cause of arterial sclerosis is not 
clearly understood, nor are methods to 
prevent it known at the present time. 
Heredity, no doubt, is a factor, just as 
it is found in hypertension. Experimental 
work and clinical observation show clearly 
that strain upon the circulation facilitates 
Some observers think 
that hypercholesterolemia and hypothyroid- 
ism, by slowing the circulating blood, 
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may produce arterial sclerosis. Ischemia 
or anoxemia of the vascular wall seems 
to occur under vascular strain and this 
lack of blood supply may also be a factor. 

Coronary sclerosis seems to develop in 
discrete locations rather than diffusely. 
This accounts for single vessels being in- 
volved in a coronary attack, The sclerosis 
leads to a narrowing of the lumen of the 
vessel and interferes with the free flow 
of blood to the region of the heart which 
it supplies. 

Compensatory blood channels and col- 
lateral vessels are present to enlarge and 
take over the major part of the blood 
supply when a coronary vessel is occluded. 
The adequacy of the auxiliary supply of 
blood determines the seriousness of the 
effect on the heart of a coronary block. 
If the collateral blood supply is good and 
functions immediately, infarction is less 
likely to occur. If it does not function, 
sudden death may follow. 

Coronary insufficiency may be induced 
by sudden strain on the heart from over- 
exertion when the compensatory mechan- 
ism is unable to respond sufficiently to 
furnish the extra amount of blood needed. 
I am of the opinion that vascular spasm 
due to drugs or chemicals, particularly 
nicotine, may produce temporary coronary 
insufficiency. This is borne out by the 
fact that heavy smokers are often aware 
of cardiac pain, dyspnea and a sense of 
substernal distress which simulates the 
pain encountered in coronary artery dis- 
ease. 

A woman, aged 31 years, complained of 
frequent attacks of substernal pain, often 
referred down the left arm, and accom- 
panied by a sense of constriction and 
breathlessness. The attacks lasted from 
a few minutes to an hour. Her average 
consumption of cigarettes was two to three 
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packages daily. On the days she smoked 
the most, the cardiac pain was more pro- 
nounced. A careful study revealed no evi- 
dence of organic heart disease. After the 
tobacco was discontinued, the symptoms 
disappeared and have not recurred, 

Vasoconstriction of neurogenic origin 
is also encountered. There are many pa- 
tients with distinctive nervous symptoms 
who frequently complain of cardiac pain 
often identical with the angina of coro- 
nary disease. Whether this vasoconstric- 
tion arises from the vagi or the sympa- 
thetic chain is not clearly known. It is 
noteworthy, however, that when the cause 
of the nervous state is removed, the sym- 
toms subside. 

True cardiac pain arises either from the 
pericardium or the coronary vessels. The 
endocardium and the myocardium have no 
true pain endings. The pain fibers are lo- 
cated in the adventitia of the coronary ves- 
sels and travel upward to form a plexus 
around the mouths of the coronary arteries. 
There they join the pain fibers coming 
from the larger blood vessels and the peri- 
cardium. These fibers then join the cardiac 
plexuses in the mediastinum and travel to 
the spinal cord and medulla through the 
sympathetic chain and to the vagi, even- 
tually reaching the cortex where the sen- 
sorium is located. This connection of the 
coronary plexus with the sympathetic fibers 
in the other great vessel walls explains the 
wide variation in the distribution of re- 
ferred pain in coronary artery disease. 

Further information on the development 
of angina, coronary occlusion and infarc- 
tion has been acquired by experiments 
upon dogs. For example, it can be shown 
that when a coronary vessel is occluded, 
the region supplied no longer contracts but 
bulges. during systole. If the occlusion is 
relieved at the end of one minute, the 
power to contract once again develops. If 
the occlusion is continued for five or more 
minutes, the power to resume contraction 
is lost. Similarly, on tying a coronary vessel, 
the region supplied will show a rapid de- 
cline in glycogen and a rapid increase in 
lactic acid, phosphoric acid and succinic 
acid. If the occlusion is continued for 
more than five minutes, the electrocardio- 
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gtam will show changes similar to those 
seen in coronary thrombosis. At autopsy, it 
was found that no pathological changes 
were to be noted in the ones whose coro. 
nary vessels were occluded for less than a 
few minutes. If the vessel was constricted 
for fifteen minutes or more, definite 
changes were noted in the vessel wall and 
also in the area supplied by the occluded 
vessel. If these experiments on animals can 
be properly applied to the human organ. 
ism, it may explain the transient picture of 
angina and the prolonged clinical symp- 
toms of coronary thrombosis. 

The above factors are about all that is 
known concerning the development of 
coronary artery disease, but they should be 
taken into account in the management of 
the disease until other factors are discov- 
ered which may change our present con- 
cepts of the mechanism of coronary disease. 


The diagnosis of coronary artery disease 
must be based upon a thorough knowledge 
of the patient’s life, his method of living, 
his work, his habits and mental outlook as 
well as the physical examination, the 
laboratory and the electrocardiogram. 

Precordial pain, localized or referred 
down one or both arms, is suggestive but 
not diagnostic of coronary occlusion, A 
damaged cervical disc may produce pressure 
on the brachial plexus and give rise to pain 
almost identical with coronary pain. With 
the cervical disc pain, there is numbness 
in the fingers and absence of shock with no 
change in the rate of the heart beat. In the 
study of a patient with cardiac pain with- 
out the evidence of shock, a lateral x-ray 
of the cervical spine should be made along 
with the electrocardiogram. 

This is well illustrated by a woman, 
aged 50 years, who had suffered frequent 
attacks of precordial pain, radiating down 
the left arm. With each attack there was 4 
numbness in the left arm and the fourth 
and fifth fingers of the left hand. The pain 
was severe enough to require one-half 
grain of morphine for relief. There was no 
history of shock and no fever following 
the attacks. She had lived a restricted life 
under fear of death with each attack. 
When she came to a complete study, it 
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was found that the electrocardiogram was 
normal, but there were severely damaged 
discs between the fifth and sixth and sixth 
and seventh cervical vertebrae. Appropri- 
ate treatment of the discs resulted in a 
complete cessation of the attacks. 

The diagnosis of coronary artery disease 
without definite changes in the electro- 
cerdiogram may often be difficult. Coronary 
artery disease may cause severe attacks of 
angina with no evidence of the disease 
being found on careful study. Conversely, 
a patient may have advanced coronary 
artery disease and even infarction and 
suffer no pain. 

A man, aged 52 years, came for exami- 
nation, His only complaint was a slight 
sense of shortness of breath on unusual 
exertion, A complete study, including 
physical examination, laboratory essentials, 
x-ray of the chest and electrocardiogram, 
showed all findings within normal] limits. 
He was told that no organic disease was 
found, but warned against unusual exer- 
tion. He left the clinic in a happy frame 
of mind. Two hours later, as he was board- 
ing a train to return home, he collapsed 
and died instantly. 

Much remains to be done in the field of 
diagnosis in coronary artery disease, but 
with the consideration and exclusion of 
other causes of these symptoms and with 
the aid of a careful history, the igen 
analysis of the electrocardiogram and with 
such procedures as the exercise test, the 
diagnosis of coronary artery disease may 
become more precise. 


_ The prognosis in coronary artery disease 
is variable and cannot be accurately stated 
in any individual case. It must be recog- 
nized that about one-fifth of all patients 
with coronary infarctions die during the 
first attack; that the average duration of 
life following an attack is five years. How- 
ever, there are wide ranges from a few 
weeks to twenty years. 

In general, it is observed that the prog- 
nosis is unfavorable in patients who have 
prolonged cardiac pain radiating down 
both arms to the finger tips, a recurrence 
of pain from day to day, a leukocyte count 
of 20,000 or above, a temperature rise to 


MEDICAL TIMES, JULY, 1948 


103 degrees or over following an attack, a 
marked drop in blood pressure, and in the 
ones who experience prolonged shock asso- 
ciated with cardiac arrythmia. 

The patients who recover from the orig- 
inal attack and remain free of symptoms 
throughout their convalescence may, under 
proper guidance, be expected to lead a 
fairly normal life with comfort under the 
usually imposed restrictions. On the other 
hand, patients who experience mild pain 
and an uneventful convalescence may 
suffer a violent attack later and succumb 
with a massive infarct. 

Rupture of the heart occurs in only 
about five per cent of all patients with 
coronary infarct. Elderly patients are far 
more likely to have rupture than the 
younger group. 

The treatment of coronary disease is 
necessarily an individual problem. In gen- 
eral, it must be based upon the stage of 
the disease, the amount of damage to the 
cardiac mechanism, the age, and the physi- 
cal and emotional state of the patient. The 
fundamental objects in the treatment of 
coronary artery disease are first, to promote 
the development of maximum collateral 
circulation and maintain its maximum dila- 
tation; second, to reduce the load upon the 
heart muscle; third, to avoid any certain 
disproportion between demand and supply 
of the blood, including sudden cardiac 
catastrophies. 

The evaluation of drugs to accomplish 
these purposes leaves much to be desired. 
Without going. into a discussion of the 
merits of various well-tried drugs, it may 
be said that there are only about three with 
distinctive merits which may be beneficial, 
namely, nitroglycerin, morphine or papav- 
erine, and aminophylline. 

In patients with effort angina, nitro- 
glycerin can be used freely, If a patient has 
pain on certain efforts or following a meal, 
nitroglycerin, one two-hundredth grain, 
should be chewed and held in the mouth 
before such effort or before meals. It can 
also be given in the same dosage to relieve 
unexpected attacks of pain. 

In the treatment of protracted angina in 
advanced arterial sclerosis, mention should 
be made of the use of testosterone propion- 
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ate. When the frequent attacks are not con- 
trolled by the use of nitroglycerin, tes- 
tosterone in twenty-five to fitty milligram 
doses may be given two to three times 
weekly. The results in some patients have 
been strikingly good. 

A recent patient, 78 years old, had 
been confined to bed for two years and 
suffered with anginal attacks six to eight 
times daily. He had taken nitroglycerin 
with temporary relief only; he then was 
given testosterone for four weeks with 
complete cessation of the pain. After the 
drug was stopped, angina recurred and was 
relieved promptly by its further use. 

For the severe pain following coronary 
occlusion, morphine or papaverine should 
be given in sufficient amount to control the 
pain as soon as possible. Papaverine is said 
to relieve angiospasm and to promote vaso- 
dilatation and seems to be superior to 
morphine. After the pain has subsided, the 
use of aminophylline intravenously or by 
rectal suppository every six to eight hours 
has proven definitely beneficial in support- 
ing the circulation and improving respira- 
tory distress. Its one disadvantage is that of 
reducing the coagulability of the blood if 
given in large doses over a long period. 

Controlling shock during a coronary at- 
tack is an emergency procedure. Oxygen 
when available should be used at once and 
continued until anoxemia is controlled. Its 
use by nasal catheter is effective and is 
more easily available than the non-portable 
tent, 

Small doses of blood plasma may be 
helpful when the blood pressure has 
dropped to zero, but it should be given 
slowly and stopped when the blood 
pressure has reached a satisfactory level. 

Heat in the form of blankets warmed 
with hot water bottles is helpful in increas- 
ing peripheral circulation. 

Heart stimulants, such as coramine or 
metrazol, should be strictly avoided. Sud- 
den stimulation of a heart already laboring 
under a heavy strain may precipitate a 
sudden catastrophe. 

Recently the use of anticoagulants, spe- 
cifically dicumerol, has attracted wide at- 
tention. There are advantages and disad- 
vantages to its use, for to be given properly, 
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it must be controlled by daily estimations 
of the prothrombin in the blood. The 
method is expensive and requires trained 
laboratory personnel. When dicumerol is 
given under careful supervision, it may 
prevent the occurrence of thrombosis in 
other vessels, particularly cerebral, pul- 
monary and peripheral. Since approximate- 
ly twenty-five per cent of all patients who 
have coronary occlusion develop further 
thrombi, it follows that dicumerol may be 
of inestimable value when properly used 
and supervised. 


After the patient has recovered from the 
pain and shock of a coronary attack, the 
real problem for the physician has just be- 
gun. The patient must be guided firmly 
and sympathetically through his convales- 
cence and followed throughout his life. 

The length of bed rest required is from 
six to eight weeks in the severe cases and 
from two to four weeks in the mild ones. 
How faithfully the patient carries out the 
bed rest period depends upon how well 
the physician convinces him of the neces- 
sity for complete relaxation of body and 
mind. 

The diet should be nutritious, well bal- 
anced and easily digested, Five small meals 
are better than three large ones. 

The bowels should be kept open by mild 
laxatives, if necessary, but never by the 
use of enemas. It is permissible for the 
patient to use a commode by the bedside 
rather than strain at stool on a bed pan. 

Sedation is desirable in those patients 
who are restless. The barbiturates may be 
given as often as necessary to promote rest 
and sleep. A restless patient may require 
the drug regularly throughout convales- 
cence, but since the primary object of stay- 
ing in bed is to rest the heart, sedation is 
essential. 

Since peripheral thrombosis frequently 
occurs in bed patients, massage of the 
limbs and passive motion should be carried 
out several times daily. 

Patients should be encouraged to read, 
listen to the radio, work crossword puzzles 
or do anything of interest in order to pre- 
vent restlessness or boredom. 


—Continued on page 28) 
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Vitamin Therapy in Arthritis 


Francis J. Scully, M.D., F.A.C.P. 
Hot Springs, Arkansas 


The growing wave of vitamin advertis- 
ing in newspapers and magazines, and over 
the radio, has made most people vitamin 
conscious. The recommendation of their 
use, not only to retain good health, but to 
treat almost every illness, has resulted in 
widespread and indiscriminate sage of the 
various types of vitamins. 

Those suffering from arthritis and the 
various rheumatic disorders have been es- 
pecially vulnerable to this type of adver- 
tising, and are willing to try almost any- 
thing to get well. It is to be expected, 
therefore, that the physician who treats 
these patients will be confronted with the 
problem of which vitamins to use, or 
whether to use them at all. Much has been 
written on their use, but the reports still 
leave considerable controversy as to their 
value, 

The average arthritic patient presents a 
complex problem. It must be realized, first, 
that arthritis is a systemic disorder with 
joint symptoms as part of the picture, and 
second, that each patient is an individual 
problem. In any chronic disease as complex 
as arthritis, vitamin deficiencies are likely 
to be found. So far, there is no proof that 
the lack of any one vitamin is a causative 
factor. However, this does not mean that 
vitamins should not be considered in the 
therapy of this disabling condition, for it 
has been shown by experiment and by 
clinical study that they are helpful in cor- 
recting loss of weight, anemia, gastro-intes- 


tinal disturbances, impaired liver function, 
muscular atrophy, nervous exhaustion, and 
disturbances of carbohydrate metabolism. 

One hundred cases of rheumatoid arth- 
ritis were checked for evidences of vitamin 
deficiency. 

Forty-two per cent showed evidence of 
deficiency in one or more vitamins. In ten 
per cent the symptoms were striking 
enough to be easily diagnosed. Most cases 
occurred in the 40-50 age group. There 
were 30 cases or 47 per cent in females as 
compared with 12 cases or 32 per cent in 
males. 

The effects of the various vitamins are 
quite different. Each will be considered 
separately before discussing multiple vita- 
min therapy. 


Vitamin A 


Vitamin A deficiency is not uncommon 
in rheumatoid arthritis, and its deficiency 
is more marked in the advanced cases. 
Large doses have been given to’ maintain 
a normal dark adaptation curve, and in 
some instances over an extended period 
without apparent clinical amprovement in 
the joint symptoms. It has been found 
that deficiency in vitamin A _ produces 
xerophthalmia and retardation of growth, 
and it was also noted that its lack leads 
to an increased susceptibility to respiratory 
infections. Since repeated attacks of respira. 
tory infection may increasethe severity of the 
arthritic syymptoms and prolong the time 














AGE 20-30 30-40 40-50 50-60 60-70 TOTALS 
MALE re Pee ae 7 Petey 

CASES 5 12 10 7 3 37 
VITAMIN | 
DEFICIENCY | 0 4 5 2 1 12 
FEMALE _ 

CASES 3 23 18 “4 Boo 63 
VITAMIN | zi ey 
DEFICIENCY | 1 11 10 P 6 2 30 

Chart | 
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of recovery, the use of vitamin A might 
be seriously considered. Doses of 25,000 
to 50,000 units are given daily. 

In the one hundred cases studied, there 
was no evidence of vitamin A deficiency, 
though twenty-two cases reported suscepti- 
bility to acute respiratory infections, and 
ten had recurrent sinus involvment. 


Vitamin B 


Vitamin B deficiency has been observed 
and studied for a long time. It is now 
recognized that this water soluble and heat 
labile vitamin is not a single substance, 
but a complex of tiated fractions, each 
of which appears to have a definite in- 
fluence on the body metabolism. De- 
ficiency of vitamin B produces a variety 
of manifestations, such as muscular weak- 
ness, easy fatigue, loss of appetite,digest- 
ive disorders, sore tongue, colon irritation, 
burning in the feet, tender calf muscles, 
neuritis and interference with growth. 

Chart No. 2 shows the relative fre- 
uency of the symptoms of vitamin de- 
ficiency in the forty-two cases in my series. 














Loss of weight 34 
Muscular weakness 32 
Anorexia 30 

26 
Nervous exhaustion 20 
Cheilitis 16 
Indigestion 16 
Anemia 15 
Colitis 4 
Purpura 3 

Chart Il 


Mild vitamin B deficiency is not un- 
common in chronic arthritis, but there 
does not appear to be a direct relationship 
between the degree of vitamin B deficiency 
and the severity of the joint symptoms. 
The administration of sufficient amounts of 
food rich in vitamin B is often helpful in 
improving appetite, correcting indiges- 
tion, and increasing the food intake with 
resultant improvement in nutrition and 
in the general health. This improvement 
has a favorable effect on the rheumatic 
disorder. 

Several of the components of vitamin 
B complex have ~ particular study. 
Vitamin B,, or thiamin chloride, has been 
found to have a definite effect on the 
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nervous and circulatory systems. Pro. 
nounced thiamin chloride deficiency js 
manifested by a severe neuritis which 
responds to the administration of adequate 
doses of the vitamin. However, the 
neuritis associated with arthritis does not 
respond so readily, though in many cases 
its use has been beneficial. Since Vitamin 
B, is not stored in the body, an adequate 
amount should be provided each day. The 
average daily requirement is one mg.; but 
larger doses are necessary to get a favor- 
able response. Doses up to 100 mgs. three 
times a day may be necessary. 

Niacin and riboflavin deficiency results 
in sore mouth and tongue, indigestion and 
other gastro-intestinal symptoms. Doses 
of 50 to 300 mgs. of niacin and two to 
5 mgs. of riboflavin may be required each 
day to obtain the best results. Correction 
of the gastro-intestinal symptoms leads to 
an improvement in the patient’s general 
health, and this indirectly may aid in clear- 
ing up the arthritic condition. 

While there is no direct relationship 
between vitamin B complex deficiency and 
arthritis, the addition of vitamin B to the 
diet has been found to be definitely help- 
ful. Brewer's yeast, fresh vegetables, milk 
and legumes are good sources of vitamin B. 


Vitamin C 


The result of vitamin C deficiency has 
been known for many years, but just what 
effect it has on arthritis is not clear. It 
has been pointed out that marked de- 
ficiency produces changes in the collagen 
intercellular substance of fibrous tissue 
derivatives, resulting in marked alteration 
in cartilage, bones, teeth and blood vessels. 
Freyberg and his associates (1) studied 
the ascorbic acid blood level of 100 
patients with rheumatoid arthritis and 
found that the majority had abnormally 
low levels of plasma ascorbic acid. How- 
ever, such low values were also found in 
those who are chronically ill from other 
causes. There does not appear to be any 
definite relation between the blood ascorbic 
acid level and the severity of the arthritis. 
So far vitamin C has not been considered 
an important factor in the etiology of 
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theumatoid arthritis. The low level of 
asorbic acid is probably a manifestation of 
the infectious state of any chronic illness. 

As an aid to the repair of tissues and 
the healing of the arthritic process, it 
would seem advisable to supply sufficient 
vitamin C. Ready sources of vitamin C 
are oranges, lemons, grapefruits, and 
tomatoes. Ascorbic acid may be taken 
orally or given parenterally. Doses up to 
200 mgs. per day may be required. Obser- 
vation of patients receiving regular doses 
of vitamin C showed no perceptible bene- 
ficial effects on the arthritic symptoms, 
although the general health was often im- 
proved. 


Vitamin D 


Of all the vitamins used in the treat- 
ment of arthritis, none has received the 
publicity that has been given to vitamin D. 
It has been much over-advertised, and 
over-employed by the public, so that it has 
been used by many to the exclusion of all 
other measures, and not infrequently with 
toxic effects. Massive doses have been 
employed by many observers, who are not 
in agreement as to its real value. 

The use of vitamin D in massive doses 
in rheumatoid arthritis was first reported 
by Dreyer and Reed (2) in 1935, which 
stimulated interest in this type of therapy. 
Wyatt, Hicks & Thompson (3) in 1936 
used viosterol and reported rapid improve- 
ment in a small series of cases. Since 
then various types of vitamin D have been 
employed, but most attention has been 
given to activated ergosterol (Ertron. ) 

The results have been variable. Some 
have reported that the course of the disease 
had been favorably altered by the treat- 
ment (4 & 5), while others have found 
it to be of limited value in producing 
lasting improvement. Toxic effects may 
follow large doses, such as anemia, nausea 
and vomiting (6). However, Snyder & 
Squires (7) concluded that if it is given 
under the directions of a physician it 
could be continued for a long time with- 
out harmful effects. The average adult 
requirement of vitamin D is unknown. 
From 100,000 to 150,000 units daily seem 
to be about the optimum dose, which is 
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usually well tolerated over a long period. 

While the course of rheumatoid arthritis 
may not be materially altered by vitamin 
D, many patients note an improved 
appetite, better nutrition and a gain in 
weight. Some have noted an increased 
range of motion, lessened swelling, and 
more normal functional activity with less 
joint pain. 

The use of massive doses of vitamin D 
has been recommended mainly in rheuma- 
toid arthritis, but patients with osteoar- 
thritis have also used it with variable re- 
sults. My observation has shown the most 
favorable response in rheumatoid arthritis, 
where it has been employed as a follow- 
up treatment after baths and _physio- 
therapy. 

Sixty cases were selected to receive 
Vitamin D (Ertron), taking three doses 
per day for a period of two to three 
months. The results are tabulated in 














Chart No. 3. 
Cases receiving Vitamin D 60 
No effect 30 50% 
Slight improvement 12 20% 
Marked improvement 18 30% 
Chart Ill 
These results have been sufficiently 


satisfactory to recommend its use in 
selected cases. 


Vitamin E 


Steinberg (8) reported favorable re- 
sults in the treatment of 110 cases of pri- 
mary fibrositis with vitamin E. Wheat 
germ oil, in doses of two to eight cc., 
was given daily with definite lessening of 
muscular soreness and stiffness. I have 
used wheat germ oil and mixed natural 
tocopherols in a small series of eleven 
cases suffering from fibrositis, and in only 
one instance was the result marked enough 
to be even considered favorable. This 
patient reported definite improvement in 
the stiffness and soreness in the muscles of 
the back and legs. 





Cases showing 








11 cases 
improvement 
6 males 1 
5 females 0 
Chart IV 
283 








Vitamin K 

Vitamin K is necessary for the main- 
tenance of the normal prothrombin con- 
centration in the blood. Rawls (9) found 
a low level of prothrombin in fifty per 
cent of the cases of rheumatoid arthritis 
examined. While hemorrhage or purpura 
is not common in arthritis, it is probably 
well to maintain a normal prothrombin 
level, particularly if the salicylates are 
given over a long period of time. 

In the one hundred cases studied three 
showed purpuric areas over the body. All 
had been receiving heavy doses of salicy- 
late prior to beginning spa therapy. All 
were relieved by vitamin K therapy. 


Multiple Vitamin Therapy 

While deficiency in a single vitamin is 
not unusual, multiple vitamin deficiency is 
more commonly found. Most patients 
with arthritis, especially those suffering 
from rheumatoid arthritis, are likely to 
have a deficiency in several of the vitamins. 
Many of these individuals have been on 
restricted diets, either through loss of 
appetite or by voluntary restriction in the 
food intake when following various sug- 
gested diets, and consequently fail to get 
sufficient vitamins for the daily require- 
ment of the body. In the early stages of 
the deficiency, the symptoms are vague and 
ill-defined. The patient may appear in 
reasonably good health, but if the deficient 
diet is continued, eventually the symptoms 
become marked, with aggravation of the 
arthritic condition. Often the symptoms 
of deficiency in one vitamin will be noted 
first, but careful examination will generally 
reveal a deficiency in other vitamins as 
well. 

In the average arthritic patient it is well 
to supplement the diet with multiple vita- 
min preparations. There are many excel- 
lent combinations available which can be 
prescribed along with a suitable diet. 
While most of these preparations are plan- 
ned to give a minimum daily dose, this 
applies to those who are in fairly good 
health. The depleted arthritic may need 
several times the usual dose. If there is 
more pronounced deficiency of any one 
vitamin,an additional amount of that vita- 
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min may be given along with the multiple 
vitamin preparation. With the use of 
adequate vitamin therapy, other thera- 
peutic measures have been found to be 
more effective. 


Discussion 

One hundred cases of rheumatoid ar- 
thritis were checked for evidences of vita- 
min deficiency. Forty-two per cent showed 
deficiency in one or more of the vitamins. 
These vitamin deficiencies were not proven 
or considered to be of etiologic importance 
in the arthritic disorder. It is only in 
arranging treatment in the individual case 
that they are important. Due to faulty 
habits of diet, poor preparation of foods, 
and voluntary restriction in certain foods 
in an effort to treat themselves, these 
individuals fail to get the required amount 
of vitamins necessary for the bodily 
economy. If such diets are continued over 
an extended period, which is not unusual 
in such chronic conditions, severe vitamin 
deficiency may occur. The use of mineral 
oil preparations and strong saline laxatives, 
not infrequently employed as home rem- 
edies, can also produce the same result. 

In these cases the vitamin therapy was 
directed mainly toward the relief of the 
secondary symtoms, with the view that 
such deficiency definitely decreased the indi- 
vidual’s resistance and delayed the response 
to specific therapy for the arthritis. 

Since individual vitamins have specific 
effects, they should be employed for that 
particular purpose. Vitamin A has been 
useful in building up resistance against 
tespiratory infections. Its use, therefore, 
would be indicated in individuals subject 
to recurrent colds or sinus involvement. 
Vitamin B complex proved to be most 
useful, particularly for its effect on the 
function of the gastro-intestinal tract and 
for improvement in the general nutrition. 
Vitamin B, was used to promote appetite 
and was useful in cases accompanied by 
neuritis and other nervous manifestations. 
Vitamin C gave no noticeable beneficial 
response. Vitamin D, in a series of 60 
cases, gave some improvement in 20 per 
cent and definite improvement in 30 pet- 
cent. These benefits were noted mainly 
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in improved general health rather than 
in relief of the arthritic symptoms, though 
a number of these individuals reported 
less discomfort and increased motion in 
the affected joints. Large doses gave the 
best results, but the possible toxic reac- 
tion must be kept in mind. While favor- 
able results have been reported in fibro- 
sitis with vitamin E, its value in my series 
of cases was doubtful. Vitamin K gave 
good results in three cases of hemorrhagic 
purpura in which salicylates had been used 
for a prolonged period, 

Since many cases of rheumatoid arthri- 
tis, particularly those advanced cases com- 
ing for spa therapy as a last resort, show 
evidence of deficiency in more than one 
vitamin, multiple vitamin therapy is in- 
dicated. Most of the multivitamin prepa- 
rations supply the minimum daily require- 
ments, so. that it is well to give two or 
even three doses per day to get results. 
For the best response, it may be necessary 
to add additional amounts of the various 
types of vitamins, especially the B com- 
plex groups. 

The value of vitamins in arthritis is 
still far from settled, and only by su- 
pervised administration can the place of 
vitamin therapy as a therapeutic agency 
in the treatment of arthritis be deter- 
mined. It has been shown that it is not 
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After the prescribed period of bed rest 
has been completed, the patient may sit on 
the side of the bed for a few minutes at 
first and then up in a bedside chair. The 
time up should be gradually increased and, 
as strength is gained, a slow walk about 
the room is permissible, being careful to 
avoid fatigue. 

When convalescence has been com- 
pleted, the return to work must be by 
easy stages with shortened hours, daily rest 
periods and the avoidance of stress and 
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a cure for arthritis, and must be consid- 
ered at best only an adjunct to other rec- 
ognized methods of treatment. To ac- 
complish any useful purpose it should 
be applied under medical supervision for 
its specific effect. 

There is no doubt that vitamin ther- 
apy has been greatly over-emphasized and 
has lead to indiscriminate and even dan- 
gerous usage. However, in selected cases, 
its use is recommended. 
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strain as far as possible. Before the patient 
is allowed to return to any part of his 
duties, however, the blood sedimentation 
should return to normal and the electro- 
cardiogram should become stabilized. 

The patient should be followed by 
periodic examinations and his mode of liv- 
ing and working conditions carefully 
checked in order that he may live and 
work within his cardiac capacity. 

If this procedure is coe tie adhered to, 
a large number of patients who have coro- 
nary disease may live useful lives for many 
years. 

899 MADISON AVENUE 











SPECIAL ARTICLE 


Otitis Media and Its Therapy 


This summarization attempts to cover all of the known 

therapeutic information on the subject and is designed 

as a time-saving refresher for the busy practitioner. 
Reprints available.* 


Otitis media or inflammation of the 
middle ear is of several types. These are 
as follows: (a) the acute catarrhal; (b) 
subacute catarrhal; (c) chronic catarrhal; 
(d) acute purulent; and (e) the chronic 
purulent. 


Etiology and Predisposing Causes 


The organisms most frequently encoun- 
tered in infections of this type include 
Streptococcus hemolyticus, Streptococcus 


viridans, pneumococcus, Staphylococcus al- 
bus, Micrococcus tetragenus and Friedland- 
er’s bacillus. The following organisms are 
less frequently found; pneumobacillus, B. 
mucosus capsulatus, B. pyocyaneus, B. 
diphtheriae, B. tuberculosis and B. coli. 
The predisposing causes of otitis media 
include catarrhal affections of the naso- 
pharynx; hypertrophied pharyngeal tonsil 


* From the Editorial Research Department of the 
MepicaL Times, 67 Wall Street, New York 5, N. Y. 





Fig. 1. Anatomy of the ear showing relation of tympanic membrane 
A to the tympanic cavity B, the eustachian tube C, and the labyrinth 
D. a—Retraction of the tympanic membrane. b—Cutting adhesions, 
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Fig. 2. Normal tympanic membrane. 


or adenoid vegetations; acute exanthemata 
and other acute infectious diseases; influ- 
enza; erysipelas; any type of nasal obstruc- 
tion; sinusitis; dental caries; dentition; 
drum-membrane injury; heredity; impair- 
ment of nutrition; rickets and other debili- 
tating diseases such as anemia, nephritis, 
diabetes, tuberculosis, syphilis, rheumatism 
and gout. 

The exciting causes include exposure to 
cold and wet; sniffing up of salt water and 
nasal douche; sea-bathing and diving 
which may force water and infective ma- 
terial into the tympanic cavity as a result 
of swallowing or when there is already an 
acute rhinitis or pharyngitis present.’ 

Ether administration or nose or throat 
operations, when there is an acute rhinitis 
or tonsillitis present, may extend the infec- 
tion to the middle ear. Age is directly con- 
cerned for otitis media is most frequently 
found in children. Damp, changeable 
weather such as is found in spring and fall 
isalso predisposing to this condition.* 


Acute Catarrhal Otitis Media 


_ Acute catarrhal or secretory otitis media 
is a low-grade acute infection. It is not 
caused by any particular organism but the 
most common ones are mentioned above. 
The Streptococcus hemolyticus is most fre- 
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quent. Friedlander’s bacillus may be found 
in combination with Staphylococcus albus. 
The organisms may be present in the tym- 
panic cavity but unless the tissues are 
nonresistant to them may not cause any in- 
flammation. Although the organisms 
usually reach the cavity through the eus- 
tachian tube or through a perforated tym- 

anic membrane they rarely may be carried 
there by the blood vessels or lymph chan- 
nels or may gain access from the cranial 
cavity through the internal auditory canal.* 


Symptoms 

Acute catarrhal otitis media is charac- 
terized by pain, deafness, marked hyper- 
emia of the mucous membrane of the 
middle ear and the drum-membrane par- 
ticularly along the handle of the malleus 
and Shrapnell’s membrane. At first the 
patient may experience a sense of fullness 
in the ear which is relieved by swallowing 
or yawning but as the condition progresses 
this relief is no longer possible. Bubbling 
and cracking sounds are observed by the 
patient when he blows his nose and to the 





Fig, 3. Acute catarrhal otitis showing in- 
jected vessels on the slightly retracted handle 
of the malleus, broken light reflex, and 
bubbles in the serum in the tympanum follow- 
ing inflation of the ear; with line, occasionally 
seen, marking junction of secretion and air in 
the tympanic cavity; if the cavity is filled line 
will not be visible. 
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physician upon auscultation. There may be 
a severe headache, particularly in children. 
Fluid may be seen behind the membrane. 
Increased intratympanic pressure may cause 
tinnitus and vertigo. Tenderness is elicited 
by pressing the tragus into the canal. Hear- 
ing is not impaired to any great extent 
until the middle ear becomes filled com- 
pletely with fluid. At this time the patient 
is very deaf and his own voice sounds un- 
usually loud in that ear.? 

The drum membrane may be slightly re- 
tracted resulting in foreshortening of the 
malleus handle. This is caused by conges- 
tion and closing of the eustachian tube 
which in turn brings about a rarefaction of 
air in the tympanum. Fluid in the tym- 
panum may be marked by a fine hair line 
across the drum. If full of fluid the mem- 
brane may be pushed outwardly. Air 
bubbles in the viscid mucus may be ob- 
served as oval or round rings on the drum 
membrane. This type of otitis media lasts 
for a few days to a week or more because 
the progress is much slower than in the 
other types. Correction of the causative 
factors is necessary so as to eliminate the 
possibility of its becoming chronic. 


Therapy 

During the acute stage the patient 
should be kept in the house and if there 
is fever, in bed. The diet should be light 
and include plenty of water. Pain can be 
alleviated by use of a warm 5 per cent 
solution of phenol in glycerin. Some ad- 
vise 3 to 5 drops in the ear every 2 or 3 
hours* whereas others* recommend that the 
external auditory canal be three-quarters 
filled and the solution retained by means of 
a pledget of cotton in the meatus. 

The following prescriptions may also be 
used for relieving the local pain and con- 
gestion :1 


1. Atropine gr. 1 
Cocaine gr. il 
Almond oil 5 ii 


Instill 6 to 10 drops, warmed, into 
the ear 3 or 4 times in 24 hours. 


2. Atropine sulfate gr. i 
Morphine sulfate gr. ii 
Cocaine hydrochloride gr. vi 
Distilled water, aa 3i 
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Pour 5 or 6 drops into the ear from 
a spoon, previously dipped into hot 
water. If there is perforation the quan- 
tity should be decreased. 


3. Cocaine 
Camphor water 
Distilled water, aa 5i 

Instill 5 drops, warmed, into the 

ear. 


gr. Liss 


4. Phenol 
Glycerin 
Cocaine hydrochloride, 
ual parts 
Several drops in the a : 
5. Phenol 0.65 Gm. 
Ichthammol 7.50 Gm. 
Glycerin 30.00 cc. 


Drop into canal every 2 hours or 
apply directly by means of gauze pack- 
ing. 

6 Solution of aluminum acetate 60 cc. 
Distilled water, to make 120 cc. 

Drop warmed solution in canal 
every 2 hours or apply on gauze wick. 

7. Solution of epinephrine 

hydrochloride 1:1000 5i 

Apply to ear drum. 


Burow’s solution, warmed, may be in- 
stilled into the ear 3 or 4 times daily and 
allowed to remain for 20 to 30 minutes. 

Pain may also be relieved by heat ap- 
plied by means of a hot water bag, electric 
pad or hot compress. Acetylsalicylic acid, 
codeine or even morphine may be necessary 
if the pain is marked. For diaphoresis 
acetylsalicylic acid, salol or sodium salicy- 
late may be given. The nose should be 
treated with ephedrine solution. This may 
be done by means of a spray but this is 
often contraindicated. 

The use of sulfonamides and penicillin 
both topically and parenterally has greatly 
altered the therapeutic approach to this 
problem and these drugs often produce 
dramatic improvement. If therapy with sul- 
fonamides or penicillin fails to completely 
cure the condition it may be necessary to 
employ simple paracentesis or even myrin- 
gotomy. Some recommend the former as 
being all that is necessary in such cases' 
whereas others state that this is not suff. 
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cient to allow for free drainage of the 
tympanic cavity. It should not be employed 
except as a last resort. 

General anesthesia may be employed if 
desired by means of ethyl chloride sprayed 
on an open mask over mouth and nose. 
Vinyl ether given by the drop method may 
also be used. Nitrous oxide-oxygen is ideal 
but not always available for the patient at 
home. If myringotomy is done the incision 
should be crucial and made at the most 
bulging portion. The opening for the dis- 
charge of secretion is very small if a 
straight incision is made whereas a flap is 
formed by a curved incision allowing for a 
larger opening. 


Wick Treatment 

Drainage may be accomplished by means 
of a sterile gauze wick. This should be 
changed twice a day or more frequently if 
necessary. Some recommend avoidance of 
syringing whereas others immediately be- 
gin irrigation. This is done at 2 hourly in- 
tervals employing warm bichloride solution, 
1:600, boric acid solution 3i to iv to Oi, or 
even warm, boiled water. 

Another recommendation is the use of 
the wick for 48 hours followed by irriga- 
tion with a saturated solution of boric 
acid as hot as can be borne, which is usually 
a temperature of approximately 110° F. 
Sodium bicarbonate may be added to the 
solution to aid in dislodging the discharge.‘ 

Boric acid 40.0 

Sodium bicarbonate 40.0 

Distilled water to make 1000.0 

Gentleness in doing this is most impor- 
tant. The ear should be held downward 
over a pan. The irrigation may be repeated 
3 or 4 times a day and in between a wick 
may be inserted if desired. Some prefer to 
instill a few drops of phenol, 5 per cent in 
glycerin diluted with an equal quantity of 
boiled water; some swab the canal dry; and 
others do nothing. To protect the ear a 
gauze pad may be placed over it and held 
in place by means of a hair net. 


Dry Treatment 


The dry treatment following incision 
avoids irrigation with the thought that the 
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latter may serve to spread the infection. 
Cotton-tipped applicators are employed to 
clean out the discharge. Some prefer to dip, 
the applicators in a solution as follows: 


Boric acid 2.4 
Alcohol 30.0 
Distilled water to make 60.0 


Following the swabbing boric acid alone 
or with 1 per cent iodine may be blown 
into the ear. 

It is important in establishing this drain- 
age that the external ear be protected so 
that no dermatitis from the discharge may 
result. This can be accomplished by wash- 
ing the ear once or twice a day with physio- 
logical salt solution and protecting it by 
means of a layer of zinc oxide ointment. 

When the inflammation subsides the 
partial deafness which remains may be 
corrected by means of tympanic inflation 
at intervals or by means of catheterization. 
This serves to separate the inflamed sur- 
faces and prevent adhesions; to drain the 
tympanum and to maintain the patency of 
the eustachian tube.1? Pneumomassage, 
used with mild force for 1 or 2 minutes or 
less, is also valuable as an adjunct in the 
later stages. 

With proper therapy this condition 
should be healed promptly. However, the 
improvement may be of short duration in 
which case it may be necessary to incise the 
drum again and continue inflation. To 
catch the secretion a pledget of cotton 
should be kept in contact with the mem- 
brane for each inflation. Irrigation of the 
middle ear with a warm saturated solution 
of boric acid and a middle-ear syringe may 
also be employed. A few drops of silver 
nitrate, 2 per cent, or zinc sulfate, 4 per 
cent, instilled through a middle-ear syringe 
or glass pipette may be necessary if the 
membrane is thickened. A warm 1 per cent 
sterile solution of sodium bicarbonate 
should be injected into the middle ear if 
the secretion is stringy and tough. 


Subacute Catarrhal Otitis Media 
This type of otitis media results where 
there is a history of cold and middle ear 
deafness and shows slight improvement 
with inflation. Nasal or nasopharyngeal ab- 
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Fig, 4, Chronic catarrhal otitis showing re- 
traction of the handle of the malleus in line 
with the umbo, due to adhesions, and opaque 
thickened membrane with calcareous plaques. 


normality should be corrected. Myringoto- 
my may be necessary. 


Chronic Catarrhal Otitis Media 


In chronic catarrhal otitis media there is 
serum or mucus in the middle-ear cavity 
but there are no signs of an acute inflam- 
mation. It may develop without any prior 
history of an acute disease or it may follow 
the acute catarrhal otitis media. 

There are two types of chronic catarrhal 
otitis media: the moist, exudative or hyper- 
trophic type and the dry, hyperplastic or 
sclerotic type. The first type is caused by 
the same etiologic factors as the acute form 
and in most cases it has been preceded by 
it. It may also develop insidiously as a 
result of too frequent colds, poor health, 
alcoholism, allergic or other conditions. 
The second type may follow the first or it 
may occur as a result of hypothyroidism or 
other endocrine disturbances or focal in- 
fection. 


Symptoms 


The most characteristic symptom is that 
of a constant, intermittent or remittent 





deafness and tinnitus. The deafness may 
progress slowly or rapidly. Exposure to 
cold may result in greater congestion of the 
nasopharyngeal mucous membrane so that 
the patient may notice that his hearing is 
suddenly less acute after such an occur- 
rence. Damp, cool weather such as occurs 
in spring and fall frequently affects the 
hearing in such cases. 

This condition may be accompanied by 
adhesive processes as well or they may 
appear without a definite secretive or ex- 
udative inflammation. A chronic partial 
deafness and usually tinnitus (varying with 
fatigue, atmospheric state, and other fac- 
tors) are present. Vertigo may result from 
complete ee oe of the eustachian tube 
for a few days. The tympanic membrane 
becomes thickened and lusterless. Areas of 
opacities are observed. The handle of the 
malleus appears to be foreshortened be- 
cause it is drawn both inward and back- 
ward. The cone of light is shortened, irreg- 
ular or broken. Retracted areas appear on 
the membrane. 

The prognosis for chronic catarrhal 
otitis media is favorable if it has started 
recently and only slight pathological 
changes have occurred but if it has endured 
for some time and there is an allergic back- 
ground as well, the restoration of hearing 
may be doubtful. 


Therapy 


If an acute condition is responsible for 
this chronic disease it is necessary that its 
effects be eliminated first if possible. A 
history of sinusitis or rhinitis is indicative 
that treatment for such conditions should 
be given. All endocrine disturbances and 
allergic conditions should be relieved. It 
may be necessary to remove tonsils and/or 
adenoids if they are the causative agents. In- 
nation and pneumomassage are useful. 
Medicated bougies have been employed in 
some instances. If the obstruction or stric- 
ture is firm daily use of sounds through an 
eustachian catheter for 15 minutes may re- 
lieve the situation. 

For the hypertrophic type gargles may 
be prescribed. The patient should lie 
upon his back in order that the fluid reach 
the epipharynx. Inflation of the tympanum 
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by Politzerization or catheterization should 
be followed by antiseptic and stimulating 
vapors into the middle ear and eustachian 
tube. The vaporizing mixtures recom- 
mended include 3i of any of the follow- 
ing, benzoin tincture, eucalyptus oil, men- 
thol, camphor or clove oil to 5i of alco- 
hol or iodine tincture; equal parts of 
eucalyptus and pine-needle oils; alcohol; 
iodine tincture; chloroform; ether; iodine 
tincture, 15 drops, chloroform and alcohol, 
aa 3ss; menthol and camphor, each 3i 
with iodine tincture to make 3i. Additional 
treatment is very similar to that of the 
acute type. 

Therapy in those cases with adhesions 
is similar but not always successful. Sec- 
tion of the posterior fold or a small tri- 
angular opening in the membrane and sev- 
erance of the adhesion by means of a right- 
angle knife may be necessary.® 

The hyperplastic variety requires simi- 
lar therapy as the hypertrophic. It may be 
necessary to massage the eustachian tube.’ 
In neurasthenic and senile cases strychnine, 
1/40 gr. 3 times a day gradually increased 
to 1/20 gr. 4 times a day, may be help- 
ful. To relieve the tinnitus dilute hydro- 
bromic acid, 15-40 drops in water 3 times 
a day, may be given. Pilocarpine, 1/8 
to 1/6 gr. 2 to 3 times a day, is recom- 
mended for labyrinthe involvement. The 
dose should be gradually increased until 
perspiration and saliva increase after each 
dose. Continue for 2 months and if there 
is improvement continue for 4 to 6 months. 

Roentgen irradiation has also been bene- 
ficial in chronic and middle ear catarrh, 
In those cases where no cure is possible 
lip reading and hearing aids are advised. 


Acute Purulent Otitis Media 


Acute purulent otitis media is also 
known as acute suppurative otitis media. 
Pathogenic microdérganisms in the middle 
ear are the exciting cause of this condi- 
tion. Examination may reveal only one 
organism but usually there are others pres- 
ent as well which may affect the course 
of the disease. As mentioned in the in- 
troduction Streptococcus hemolyticus and 
viridans, pneumococcus and staphylococcus 
are the most common organisms. 
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Fig. 5. Acute purulent otitis media; the 
drum is bulging and congested; dotted line in- 
dicates myringotomy incision. 


Streptococcus hemolyticus beta is found 
in approximately 80 per cent of the cases 
and is frequently related to lung and 
pleural infections as for example during 
influenza pandemics. The streptococci are 
more virulent and destructive to soft and 
bony tissues than are the other organisms 
and tend to invade the mastoid cells. In- 
fections caused by these organisms are 
more grave and last longer than the pure 
pneumococcal infections but later both 
are usually supplanted by staphylococcal 
infections. The most severe and destructive 
variety of otitis media is caused by Strep- 
tococcus mucosus or Pneumococcus Type 
III because there may be insidious pene- 
tration through the bone into the brain 
or lateral sinus. Bacillus diphtheriae may 
be present in some cases. There is also a 
possibility of both primary and secondary 
tuberculous otitis although it is difficult 
to demonstrate the bacillus in the dis- 
charge. 

The incidence of etitis media in scarlet 
fever has been reported by one worker 
as 10.8 per cent in 14,733 cases® and by 
another as 15 per cent.’ The incidence 
in measles is reported as 10 per cent of 
the cases; in pertussis, approximately 5 
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per cent; and in chickenpox rarely. 

Otitis media is usually observed during 
the acute stage of measles, when fever is 
still present and also in the period of con- 
valescence; in diphtheria during the acute 
symptoms; and in scarlet fever during the 
second or third week. The destruction of 
tissue is greater in the latter condition 
than in the other two. The incidence is 
greatly increased by the presence of two 
or more of the infectious conditions. The 
predisposing causes have been mentioned 
previously in the introduction. 


Symptoms 

Acute purulent otitis. media is character- 
ized by intense pain and marked hy- 
peremia of the mucous membrane of the 
middle ear as well as the inner wall of 
the tympanic membrane. The symptoms 
include a severe headache; fever of 1 to 
5° frequently preceded by a chill or creepy 
sensation; constipation; deafness, tinnitus 
and vertigo as a result of the increased in- 
tratympanic pressure. Inspection of the 
drum-head should be preceded by removal 
with a cotton-tipped probe of all white, 
dead epithelium. The drum-head shows 
extreme congestion and is swollen and 
bulging, which obscures all landmarks. The 
posterosuperior, quadrant of the membrane 
frequently appears with a pearly luster 
because of a blister which is usually indic- 
ative of the presence of the hemolytic 
streptococcus. The external auditory canal 
also shows characteristic symptoms as fol- 
lows: hyperemia and occasionally infiltra- 
tion of the osseous portion, and at times 
there may be blisters. 

The pressure eventually causes perfora- 
tion of the tympanic membrane followed 
by a purulent discharge. The area of 
perforation may be dithcult to see as it 
varies in appearance. Inflation may be 
helpful in locating the area by sight and 
frequently there is a whistling sound 
through the diagnostic tube as contrasted 
with the normal soft and blowing sound. 
Inflation of the ear may also be accom- 
plished by means of Siegle’s otoscope and 
the Valsalva method. In tuberculous patients 
the perforation may be multiple and near 
the margin. In most cases it is single and 








Fig. 6. Spontaneous perforation and sero- 
purulent discharge, 


may appear to be a small dark round 
spot with a drop of pus over it or it may 
have very irregular edges.’ ° 

The discharge which comes out after 
perforation may be serous, seromucous, 
serosanguineous, serohemorrhagic, — sero- 
purulent, mucopurulent or mucohemor- 
thagic. The condition with a purulent dis- 
charge is usually more favorable than the 
serosanguineous type. The secretion may 
vary from one type to the other as well 
as in quantity. 

Cure of this condition can be accom- 
plished in 3 or 4 weeks to several months 
depending upon the care given. In some 
cases where cure is not effected the con- 
dition may be followed by chronic aural 
catarrh, adhesive processes, chronic sup- 
puration, partial deafness, mastoiditis, 
labyrinthitis, petrositis, pterygomaxillary 
abscess or intracranial complications. The 
prognosis for this condition is favorable 
in most cases, particularly if it is possible to 
incise the tympanic membrane before it is 
perforated. 


Therapy 


Therapy in this condition is similar to 
that given under acute catarrhal otitis media 
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as far as bed rest, diaphoretics, gargles, and 
application of heat are concerned. ‘Lhe 
pain may be relieved by use of one of 
the analgesic instillations previously de- 
scribed accompanied by codeine (14 gr.) 
or phenacetin. Phenol, 5 per cent in 
glycerin, warmed, may be dropped into 
the canal until it is three-fourths full 
provided perforation has not occurred. 
Cotton placed in the meatus will help to 
retain the solution. However, with this 
substance there is a possibility of phenol 
absorption which must be considered. If 
preferred the ear may be douched every 
hour or two with a warm solution of boric 
acid. 

Because almost every case of middle ear 
infection is secondary to pathology of the 
nasopharynx this should be given care as 
well. Nasal atomizer sprays may be used 
in adults to provide vasoconstriction and 
local chemotherapy. The patient should 
blow both sides of his nose at once with 
both nostrils held loosely in order to pre- 
vent blowing any nasal secretion into the 
eustachian tubes.® 

Incision of the drum-head, if other 
measures fail, is carried out in the same 
manner as described previously. If the 
perforation occurs it is usually desirable to 
enlarge the opening. When myringotomy 
has been performed local glycerin medica- 
tion should no longer be used as it merely 
introduces a foreign substance not absorbed 
by the mucous membrane and thus in- 
creases the work of an already diseased 
organ. 

A special trephine has been designed by 
Guttman for opening the drum-membrane 
which is quite valuable. After the incision 
the treatment is similar to that described 
under acute catarrhal otitis media. Douch- 
ing the ear with warm, sterile normal sa- 
line solution, boric acid solution or 
bichloride solution, 1:5000, may be fol- 
lowed by inserting a strip of boric acid, 
iodoform or plain sterile gauze in the canal 
to the membrane. Best results in virulent 
infections will probably be achieved by 
means of a penicillin solution of 1000 
units per cc. Sterile solution of sodium 
bicarbonate followed by suction with Sie- 
gle’s otoscope and cautious inflation may 
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be necessary where the fluid is thick and 


tenacious. Daily Politzerization is recom- 
mended by some. After incision of the 
membrane insufflations of sulfonamide 


powders against it have served to shorten 
the course of the disease. Removal of 
discharge, etc., follows that described pre- 
viously. Warm 50 per cent alcoholic so- 
lution in doses of 4 to 5 drops 2 or 3 
times daily; zinc sulfate (2-4 per cent 
solution), 15 to 20 drops; copper sulfate 
(10-15 gr. per oz.); lead acetate (3 to 
8 gr. per oz.) ; or diluted or full strength 
persulfate of iron may be useful as an an- 
tiseptic, hygroscopic and stimulating agent 
in cases in which the discharge persists for 
longer than 2 weeks. These act as astrin- 
gents and should be allowed to remain for 
15 minutes. If astringents are not de- 
sired the ear may be irrigated with a warm, 
boiled solution of boric acid in a fountain 
syringe under low pressure. Politzerization 
should follow. 

The sulfonamide drugs and/or the anti- 
biotics are indicated in acute purulent 
otitis media. The problem is to decide 
when they should be used. In one study 
511 cases of acute otitis media accompany- 
ing scarlet fever have been successfully 
treated with penicillin.® A major portion 
(67.7 per cent) were cured without dis- 
charging, many (20.5 per cent) were 
cured after the discharge had begun and 
a small percentage (11.7) went on to 
acute mastoiditis. In another series'® where 
bacteriologic studies showed that in some 
cases each of the following were present 
alone—hemolytic Staphylococcus aureus, 
beta-hemolytic streptococcus, nonhemolytic 
Staphylococcus aureus, and in others in 
combinations and also with Corynebac- 
terium diphtheriae, penicillin was effective 
in eliminating them fairly rapidly, Staphylo- 
coccus aureus persisted longer than the 
others. Penicillin is administered by in- 
tramuscular injection every 3 to 4 hours 
or by other effective modes of adminis- 
tration. If it proves beneficial improve- 
ment will be noted in 6 to 8 days. 

Penicillin appears to be replacing sul- 
fonamide therapy in otitis media because 
both are equally effective if the blood sup- 
ply to the involved area is adequate. How- 
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ever, there are still some cases in which 
sulfonamides are used and credit must 
go to these drugs for the cures which 
were brought about before penicillin was 
discovered. Sulfonamides should not be 
prescribed indiscriminately because of the 
possibility of sensitizing the patient so 
that more serious infections later in life 
could not be treated with a sulfonamide. 
Sulfonamides or penicillin are indicated if 
there is: pus in the middle ear cavity; a 
temperature of 100° F. or more for a 
period of time; deafness or an intermittent 
earache; or mastoid tenderness. They 
should be given early in the course of 
the disease. In those cases which become 
chronic there occurs a fibrous walling off 
process which not only controls the spread 
of infection but also prevents the drug 
from reaching the infection. When pus 
is present penicillin is indicated due to the 
fact that sulfonamides are inactivated by 
pus. If the patient has a sulfonamide- 
fastness penicillin should be given. The 
sulfonamide (usually sulfadiazine) is given 
orally every 4 hours for 10 to 14 days 
or until the temperature is normal and the 
ear is dry. After the sulfonamides were 
used generally a study showed that hos- 
pitalization of patients was decreased 50 
per cent; institution of therapy early ar- 
rested the process in 3 days in most cases; 
and patients not only recovered a week 
earlier but the possibility of mastoidectomy 
was reduced to one-third. In some cases 
treated with sulfonamides there has been 
a masking of the conditions so that in a 
few days after treatment and supposed 
cure there is a recurrence. It happens 
iess frequently with penicillin. Some 
recommend stopping the drug for a time 
so as to get a clear clinical picture in 
questionable cases.‘ 

In some cases there are gram-negative 
organisms present such as Proteus vulgaris, 
Pseudomonas aeruginosa, Escherichia coli 
and Hemophilus influenzae in which in- 
stances penicillin is of no value. A sterile 
aqueous solution of 10 per cent urethane 
and 1 per cent sulfanilamide, 4 drops each 
time, was instilled into the external audi- 
tory canal every 3 hours and found ef- 
fective. It was necessary first to remove 
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the exudate with sterile gauze wicks.'® 

This condition usually requires daily ex- 
amination and therapy for 1 to 6 weeks 
for a complete cure.* When the perfora- 
tion has healed over, a small pledget of 
cotton should be worn in the meatus for 
a time. To restore hearing the tympanum 
should be inflated several times a week. 
The patient should be instructed to take 
care not to catch cold.‘ 

Prophylaxis against both the acute 
purulent otitis media and acute catarrhal 
otitis media includes fresh air all the time; 
no draughts; ample clothing; correction of 
any causative factors such as tonsils and 
adenoids; when bathing in salt water use 
of cotton pledgets coated with petrolatum 
or ear plugs. 


Chronic Purulent Otitis Media 


The same causative factors are respon- 
sible for chronic (suppurative) otitis media 
as for the acute variety because the for- 
mer follows the latter and particularly in 
those cases where healing is difficult to 
accomplish. Chronicity develops as a re- 
sult of lowered resistance, non-treatment of 
acute type or non-removal of a large in- 
fected adenoid as well as severe cases of 





urulent otitis media show- 


Fig, 7, Chronic : 
ing large kidney-shaped perforation, 
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scarlet fever, measles, tuberculosis, diph- 
theria or influenza. 


Symptoms 

The symptoms vary depending upon 
whether the disease 1s acute or chronic 
and with the type and location of the 
disease. All forms of this condition ex- 
hibit an influence toward decreasing the 
hearing in the affected ear. In some cases 
pain is acute and is accompanied by .mas- 
toid tenderness and swelling, and profuse 
discharge frequently mixed with blood if 
polypi are present. 

If the individual is healthy this con- 
dition can be cured and hearing restored. 
In some cases there may be some deaf- 
ness as a result of adhesions and in others 
it may pass into more serious conditions, 
particularly when it is associated with an- 
other disease. The prognosis is also good 
if the perforation is centrally located; 
there are no granulations; the eustachian 
tube is permeable; and the discharge is 
not too heavy and is not stagnant. 


Therapy 


The patient should receive the usual at- 
tention necessary to promote general good 
health such as described previously. Local 
treatment is sometimes effective but in 
many cases the discharge may continue or 
May appear each time the patient has a 
cold. If appropriate treatment is instituted 
each time this occurs the infection can 
eventually be eliminated. The main causa- 
tive factors and local pathological condi- 
tions must be considered and eliminated. 
It is necessary that drainage be adequate 
so that removal of all obstructions such as 
ctusts and granulations be done. The mid- 
dle ear and attic regions should be cleansed 
daily by means of irrigations with boric acid 
or cotton tipped applicators. This should 
be followed by instillations of a 50 per 
cent solution of alcoho] saturated with boric 
acid which is allowed to remain for a few 
minutes after which it is wiped out. In- 
sufflation of a sulfonamide powder or the 
boric-iodine powder previously described 
follows this. If the former is used sul- 
fathiazole is preferable because it is more 
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insoluble in the secretions. Some use peni- 
cillin. The attic may be irrigated with 95 
per cent alcohol by using a fine Day can- 
nula.* Some use the alcohol treatment and 
gradually increase the strength from 50 to 
95 per cent. 

In those conditions where exuberant 
gtanulations are present it is necessary to 
apply silver nitrate, 10 to 25 per cent so- 
lution. A cotton-tipped applicator should 
be used to dry the ear and then a packing 
of sterile dry gauze placed in the canal. Re- 
moval of large granulations or polypi 
should be carried out by means of a snare 
after which a silver nitrate solution (50 
per cent) should be used to cauterize the 
base. 

Cauterization may also be accomplished 
by means of a ferrous chloride solution or 
trichloracetic acid solution, 10 per cent. 
Caution should be observed that only the 
granulations are touched. It should not be 
repeated until the eschar has fallen off. 
Galvanocautery may also be used but not 
in the tympanum. Anesthetization of the 
area prior to this procedure may be ac- 
complished by applying a warm solution of 
cocaine, 4 to 10 per cent, or powdered co- 
caine to the area. In children ether or 
chloroform should be administered.’ 

Drainage may also be accomplished by 
means of dry gauze wicks as described pre- 
viously. This may result in a gradua! clos- 
ing of the perforation of its own accord. 
Where this does not occur it may be neces- 
sary to apply to the edges every 4 to 8 
days a trichloracetic acid solution, 33 per 
cent. The discharge must be cleared com- 
pletely before this is done.* This also may 
be accomplished by applying a paper disk 
soaked in bichloride solution 1:1000 by 
means of a cotton-tipped probe to the per- 
foration. When the disc moves out of 
position (4 days to 2 weeks) it should be 
replaced. If the perforation cannot be 
closed the adult patient can be taught to 
insert an artificial drum-membrane made 
of a small ball of sterile cotton, impreg- 
nated with boric or salicylic acid or dipped 
into sterilized liquid petrolatum. This 
should be worn for 14 hour for 4 or 5 
days, increasing the length of time 
every 4 or 5 days but not more than 6 or 
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Fig. 8. Large perforation involving the 
drum margin with cholesteatoma. 


8 hours. It should be renewed every day 
and worn only for purposes of conversa- 
tion. Any discharge should be removed 
by syringing the ear before insertion and 
after removal. Powdered boric acid or sul- 
fathiazole may be dusted into the external 
auditory canal and the tympanic cavity be- 
fore the gauze wicks are inserted. 

Mercurochrome, acriflavine and acrivio- 
let have shown some value in treating 
chronic purulent otitis media but their 
deep staining properties provide objections. 
Acriflavine is effective against gram-nega- 
tive organisms and gentian violet against 
gtam-positive ones so they are used best 
in combination and in a solution of 
1:200. 

Curettage of the attic may be necessary 
but should be done with caution.1? Some 
workers recommend zinc ionization in 
which galvanic current is employed to in- 
troduce zinc ions into the body, in particu- 
lar in subacute or chronic otitis media with 
a central perforation. Suction (short vac- 
uums, repeated at frequent intervals) can 
also be used to remove pus and mucus 
from the middle ear. In both acute and 
chronic purulent otitis media facial paraly- 
sis is treated by therapy of the basic in- 
fection. 
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There are available several commerciay 
products which are of value in the therapy 
of various forms of otitis media. 

One such product contains 14 Gm. of 
potassium sulfocyanate and 1.68 Gm. of 
formaldehyde combined with colloidal 
gelatin in each fluid ounce and is indicated 
as a nonirritating antiseptic. It may be 
applied as an irrigation in 1:10 to 1:40 
dilution by means of an ear syringe daily 
or alternate days until the secretion stops. 
For instillation the patient must be in a 
reclining position. Two cc. to 5 cc. of the 
same dilutions should be retained for 5 
to 10 minutes, and the canal thoroughly 
dried after that time. 

For use as an antiphlogistic and anal- 
gesic with mild antibacterial properties 
there is available a product containing 0.87 
Gm. of antipyrine and 0.23 Gm. of ben- 
zocaine in 0.463 fl. oz. of a specially de- 
hydrated glycerol. This product is recom- 
mended as a hygroscopic ear drop and it 
is important that it contain as few in- 
gredients other than the glycerin as possible 
and absolutely no water.* The hygroscopic 
action stimulates osmosis through the drum 
and acts as a decongestant. After removal 
of the cerumen a few drops should be in- 
stilled into the ear every hour or two 
with the patient in a reclining position. 
The antipyrine acts as an analgesic and 
the benzocaine as a local anesthetic. 


Modifications of the above formula are 
also marketed as follows: (a) alcohol 5 
per cent, phenol 1 per cent, benzocaine 1 
per cent, menthol 0.25 per cent in a 
glycerin base to be used warm for relief 
of earache in doses of 2 or 3 drops in the 
ear every 3 to 4 hours; (b) antipyrine 5 
per cent, benzocaine 0.5 per cent in de- 
hydrated glycerin for use in simple ear- 
ache in same dosage as (a); (c) phenol 
4 per cent, benzocaine 10 per cent, clove 
oil 4 per cent, menthol 4 per cent in 4 
nonalcoholic nonoily solvent indicated for 
use as analgesic and antiseptic ear drops 
in simple catarrhal otitis and applied topi- 
cally, 4 or 5 drops warmed, with the pa- 
tient in a reclining position and the eat 
then closed with a cotton pledget. ; 

There is available a preparation contain- 
ing 3.2 per cent of the interreaction prod- 
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uct of benzyl cinnamate, benzyl alcohol and 
ethyl cinnamate in olive oil which is given 
by intramuscular injection for the reduc- 
tion of exudation, congestion and infiltra- 
tion of chronic inflammatory lesions, par- 
ticularly of the catarrhal middle ear with 
conductive deafness and in impaired hear- 
ing with tinnitus and vertigo. It is ad- 
ministered in doses of 0.33 cc. for first 
2 days, 0.5 cc. for next 6 days, 1 cc. for 
4 days and 3 such courses are given with 
10 to 15-day rest periods between. 

A new drug, dibromsalicylaldehyde, is 
indicated in the treatment of chronic sup- 
purative otitis media because of its ef- 
fectiveness against gram-negative organ- 
isms and particularly against Pseudomonas 
aeruginosa (pyocyaneous). It is available 
in solution, ointment and powder form. 

Urea has found value in the treatment 
of various infections and so its effect in the 
therapy of otitis media was investigated. 
It was found to influence the permeability 
of the cell membrane and liquefy and hy- 
drate proteins by which it is able to re- 
move necrotic tissue and dry wound secre- 
tions, thus enhancing healing and repair. 
In addition it also possesses hygroscopic 
and osmotic properties.‘ When em- 
ployed in the treatment of infections of 
suppurative middle ear diseases and in the 
healing of surgical wound cavities of mas- 
toidectomies it was found to have mild 
antibacterial and wound cleansing proper- 
ties.2°- 26 The urea liquefied the dead pro- 
tein and tissues resulting in a modifica- 
tion of granulations and drying up of 
secretions. The offensive odor was also 
eliminated. It was applied by insufflation 
of the crystals or use of a saturated aqueous 
solution.2® However, urea does cake and 
at times produces a secondary infection 
of the canal. It is also of limited value 
where the perforations are small and oc- 
casionally it causes pain. It should not be 
used in acute mastoiditis.?* 

Attention was then turned to the pos- 
sible use of the sulfonamides not only in 
oral administration but for topical use. It 
was found that topical application of sul- 
fonamides in various middle ear infections 
showed promising results and in addition 
urea was found to increase the potency 
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of the action of the sulfonamides by neu- 
tralizing the sulfonamide-inhibiting effect 
of tissue peptones.?*-°* At first the com- 
bination of the two drugs was found to be 
due to local acidity.*7- ** A combination of 
sulfathiazole and urea when combined in 
a suitable vehicle of proper pH was found 
to be of value in the therapy of chronic 
purulent otitis media. The urea exerted 
its liquefying and stimulating action on the 
mucous membrane and the sulfathiazole 
exerted a bacteriostatic effect. 

There are several products available 
which employ this theory of topical ad- 
ministration of a sulfonamide drug in 
combination with urea or other drugs as 
follows: (a) Sulfathiazole carbamide 20.5 
per cent (equivalent to 9.68 per cent free 
sulfathiazole) in dehydrated glycerol is 
indicated in chronic purulent otitis media 
and is applied topically after drying of 
secretions and removal of granulations by 
filling the external auditory canal with the 
fluid for 15 minutes; (b) Urea 10 per 
cent, sulfanilamide 5 per cent in glycerin, 
with 3 per cent chlorobutanol which is 
indicated as an antibacterial agent with 
local analgesic properties for therapy in 
acute and chronic catarrhal otitis media. It 
is applied topically by instillation every 1 
or 2 hours; (c) Sulfathiazole 3 per cent, 
saligenin, 5 per cent in a propylene glycol 
base to be used as an antibacterial, anal- 
gesic and dehydrating agent in acute and 
chronic otitis media, administered topical- 
ly; (d) Sulfathiazole 2 per cent, benzo- 
caine 0.5 per cent in propylene glycol for 
the same conditions; (e) Sulfathiazole 3 
per cent, phenol 3 per cent, benzocaine 3 
per cent, antipyrine 5 per cent in a water 
miscible base to be used as local anesthetic 
and antibacterial in therapy of middle ear 
infections. 


The research work conducted has shown 
that the most effective concentration is 
sulfathiazole 9.68 per cent and urea 10.82 
per cent.°® There is also available a com- 
bination of hydrogen peroxide 1.5 per cent, 
urea 2.5 per cent and 8-hydroxyquinoline 
0.1 Fa cent in anhydrous glycerin. This 
product is indicated in acute or chronic 
purulent otitis media and is administered 
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JA Suggestion for a Classification of Mass 
X-ray Surveys and a Report of Two 
Case Finding Projects 


Maurice Kovnat, M.D., F.A.C.P. 
Staten Island, N. Y. 


The modern approach to tuberculosis 
control and eventual eradication is the mass 
x-raying of the general population. The 
development of the photofluoroscope by 
Bleyer (1) in 1879 has progressed to the 
point where this procedure is now not only 
possible, but imperative, if any marked 
progress in the control of this disease is to 
be made. The Advertising Council, an 
outgrowth of an important and most effec- 
tive war agency, the War Advertising 
Council, has set in motion an intensive 
campaign along anti-tuberculosis lines that 
stresses this method of case finding. In 
order to gain full advantage of all the 
potentialities that such publicity will yield, 
the medical profession must clear any 
obstacles that stand in the way of an efh- 
cient and complete utilization of mass 
surveys, 


One controversial problem that appears 
to be.well on the way to solution is the par- 
ticular type of film or technic employed. 
Numerous investigators, among them Pot- 
ter, Douglas and Birkelo (2), Dormer and 
Collender (3), Dearing and Turner (4), 
DeLorimer (5), Pendergrass, Warren and 
Haagensen (6), have attempted to demon- 
strate the superiority of one particular 
technic over that of another without attain- 
ing any satisfactory degree of agreement. 
The trend today appears to be in favor of 
the 70 mm. technic, but this popularity 
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may not necessarily be sustained. Morgan, 
Hilleboe and Lewis (7) were able to evalu- 
ate the inherent efficiency of the various 
radiographic technics by correlating the 
percentage of x-ray lesions detected with 
the maximum resolving power of the eye 
at various distances. They demonstrated 
that 35 and 70 mm. photofluography, 4x5 
inch celluloid, and 14x17 inch sensitized 
paper are all inherently capable of detecting 
random samples of minimal, moderately 
advanced, and far advanced lesions with a 
high degree of accuracy. In other words, 
any one of the above technics will photo 
graph the chest with sufficient clarity to de- 
tect an existing abnormality provided the 
viewer is properly trained to intercept, 
recognize, and interpret the shadows pro- 
duced. Given, therefore, diagnostically ade- 
uate photographs, the keystone of success- 
fal mass radiography for purposes of case 
finding lies in proper and efficient interpre- 
tation of the films. 

This is well illustrated by the investiga- 
tion of Birkelo, Chamberlain, Phelps, 
Schools, Zacks and Yerushalmy (8). They 
interpreted the films of 1,265 persons 
taken with four different technics, the 35 
mm. photofluorograph, the 4x10 stereo- 
eA se the 14x17 cellulose film, 
and the 14x17 sensitized paper. They 
found that there was only a slight disad- 
vantage to miniature technic, and none had 
any great advantage over another jn the 
matter of radiographic reproduction of 
pathology. They discovered, however, such 
a large magnitude of interindividual and 
intraindividual variation in film interpre- 
tation, at times as high as 20 per cent, that 
they recommend subjecting this problem 
of film reading to a detailed investigation. 
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The chief reason, it seems to us, for this 
great discrepancy in uniformity of inter- 
pretation is that the mass photograph is 
judged by the same standards as the con- 
ventional individualized roentgenogram, 
and the same yield of diagnostic informa- 
tion is expected from it. This is a false and 
dangerous approach, for no matter how 
adequate the mass photograph may be for 
its purpose, it must be considered a totally 
different tool from that of the individual- 
ized roetgenogram. The mass photograph 
is Miniature, it is substandard, it is made 
and processed by rigid mass assembly line 
methods, it is interpreted in a matter of 
minutes or seconds, without benefit of any 
helpful information. Despite all these 
drawbacks, however, it is completely ade- 
quate if its limitations are recognized and 
respected, and its purpose strictly adhered 
to. This purpose, stated briefly, is to segre- 
gate the abnormal from the normal. Its 
purpose is not to make a specific diagnosis 
of a disease process. ; ; 

To fulfill this important function of 
mass radiography it behooves the interpre- 
ter or segregator to recognize every ab- 
normal film, yet refrain from passing 
through the hopper, for purposes of com- 
plete investigation, any large numbers that 
are frankly normal. If this aim is to be ful- 
filled certain criteria must be established. 
No two interpreters, no matter how ex- 
perienced, will tally 100 per cent on 100 
films, but they will come as closely as 
humanly possible, if they agree on the fol- 
lowing criteria of a “normal” chest film: 

1. Root phenomena produced by the 
vascular shadows are considered normal 
unless grossly exaggerated. 

2. Heart size and contour will vary with 
chest configuration, and is not to be con- 
sidered abnormal unless grossly exagger- 
ated. 

3. Bony changes of the thoracic frame- 
work are generally not considered signifi- 
cant unless they are of unusual variety. 

4, The lung fields should show uniform 
aeration. Simple accentuation of lung mark- 
ings should not be considered abnormal. 

Having visualized the “normal” film, 
we can now step forward to recognize and 
segregate the p Pes film. Inasmuch as 
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the aim of mass radiography is case find- 
ing, and particularly the tuberculous case, 
it is proper that the segregator, in order to 
facilitate the clinical follow-up, establish 
his grouping with this in mind. To carry 
out this aim we have suggested the follow- 
ing four broad groups. 

1. The suspected tuberculous, Ser’ y 
significant. Interpreters experienced in the 
pathology of tuberculosis should have little 
difficulty in finding agreement in the com- 
mon denominator of this group, the exuda- 
tive forms, the mixed exudative-productive 
types, the frank cavity. No attempt is made 
to segregate the primary from the re-infec- 
tion types, the active from the inactive. 
That is the function of the second arm of 
the case finding project, the clinical inves- 
tigation and follow-up. 

2. The suspected tuberculous, apparently 
not significant, In this division we find the 
healed primary complex, the calcified foci, 
the frankly minimal productive and fibrotic 
lesions. Any film that has borderline or 
doubtful changes of a suspected exudative 
nature is placed in Group 1 to give it the 
benefit of a complete clinical investigation. 

3. Pulmonary lesions, apparently non- 
tuberculous. In this group will be segre- 
gated’ such conditions as suspected pneu- 
monias, pneumonoconiosis, neoplasms, 
cysts, bronchiectasis, etc. These too will be 
marked for thorough clinical investigation, 
possibly by agencies not distinctly set aside 
for the tuberculous. 

4. Extrapulmonary lesions of the chest. 
Into this broad hopper will fit the cardiac 
abnormalities, the mediastinal lesions, the 
pleural changes, the abnormalities of the 
spine and bony framework. 

Analyzed in this fashion, qualified in- 
terpreters should be able to attain a high 
degree of uniformity and consistency in 
mass radiographic interpretation. To test 
the validity of this supposition two mass 
surveys conducted by the Staten Island 
Tuberculosis and Health Committee were 
subjected to study. The first consisted of 
2,840 persons photographed on 35 mm. 
film during the week of June 3rd, 1946. 
All of the films were read individually by 
at least two interpreters. Table 1 is a 
résumé of the results of the interpretations. 
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Table 1. 


Interpreter A Interpreter B 


Group 1. Suspected tu- 
berculous, apparently 
significant 

Group 2. Suspected tu- 
berculous, apparently 
not significant 

Group 3. Pulmonary le- 
sions, apparently non- 
tuberculous 

Group 4. Extrapulmo- 
nary lesions of the 
chest 65 cases 


12 cases 15 cases 


86 cases 94 cases 


23 cases 28 cases 


72 cases 


No mass x-ray survey is worth a fraction 
of its cost and effort if the second arm of 
a case finding program, the clinical inves- 
tigation and follow-up of all abnormal 
cases, is not thoroughly and efficiently car- 
ried out. Toward this end the cooperation 
of private physician, public and private 
health agency, clinic, hospital and sana- 
torium must be solicited. It does not suffice 
to identify and register the tuberculous 
patient. Every effort must be made to diag- 
nose all abnormal cases, assist in their 
proper medical care, and follow up their 
progress. 

Follow-up examinations of the abnormal 
cases yielded the following results. 


Table 2. 
Active pulmonary tuberculosis 8 cases 
Inactive pulmonary tuberculosis 66 cases 
Non-tuberculous pulmonary disease 19 cases 
Extrapulmonary chest lesions 54 cases 


As will be noted in Table 2 there is a 
discrepancy between the results of the mass 
survey interpretation and the follow-up. 
An analysis of the survey cases revealed, 
however, that both interpreters had tagged 
the eight active cases discovered on the 
follow-up. Because of the principle of plac- 
ing into Group 1 any borderline case there 
was a commendable tendency toward 
slight overreading. Other errors may or 
may not be discovered at some future time. 
The likelihood of error was reduced to a 
minimum by a long range program of ob- 
servation and contact with any suspicious 
case. 

Eight of the abnormal films were found 
to have pulmonary tuberculosis. Arrange- 
ments were made for their proper care and 
for examination of all contacts. Sixty-six 
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of the Group 2 cases were diagnosed as in- 
active pulmonary tuberculosis and were ad- 
vised to have pulmonary examinations at 
least twice a year. The remainder were con- 
sidered negative after the complete clinical 
investigation. The Group 3, cases yielded 
19 non-tuberculous lesions, one of which 
came to operation for a dermoid cyst. 
Fifty-four of the Group 4 cases were re- 
ferred to their private physicians or gen- 
eral clinics for Firther medical care, 

During a two week period in May 1947 
another case finding project was put into 
effect by the Staten Island Tuberculosis and 
Health Committee. Four thousand, one 
hundred and thirty-nine persons were x- 
rayed on 35 mm. film. These were read in- 
dividually by two men trained in diseases 
of the chest, and were also classified ac- 
cording to the criteria and broad principles 
laid down earlier in this paper into four 
groups. 

Table 3 is a résumé of the readings. 


Group 1 Group2 Group 3 Group 4 
Interpre- 
ter A. 18 cases 178 cases 128 cases 87 cases 
Interpre- 
ter B. 28cases 196 cases 136 cases 92 cases 
After the clinical investigation and fol- 
low-up it was noted that both interpreters 
tagged the nine cases of active pulmonary 
tuberculosis discovered. Table 4 is a résumé 
of the clinical examinations of the abnor- 
mal films segregated by the mass survey. 


Table 4. 
Active pulmonary tuberculosis 9 cases 
Inactive pulmonary tuberculosis 151 cases 


Non-tuberculous pulmonary conditions 112 cases 
Extrapulmonary chest conditions 77 cases 


One of the nine active cases was a 
primary infection in a boy of nine. One of 
the Group 3 cases was diagnosed sarcoid. 
One of the Group 4 cases suspected of 
being hiatus hernia proved to be a marked 
eventration of the left leaf of the dia- 
phragm. 

This method of conducting a case find- 
ing program appears to us to be most efh- 
cient. It implies the use of at least two 
qualified ig’ args reading all the films 
individually after having come, as close as 
humanly possible, to a common under- 
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standing of the “normal” film, and the 
segregation of the abnormal ones, for pur- 
poses of facilitating the important clinical 
investigation and follow-up, into four 
broad groups. It also implies a smooth 
working organization for this important 
‘ollow-up of the abnormals. In our projects 
there was a minimum of conflict, misunder- 
standing, and — in the completion of 
this important wor 


Summary 


It is only a matter of time, and we hope 
a brief one, before mass radiography of 
the entire population is undertaken, The 
choice of film or particular technic em- 
ployed is not important as they are basically 
efficient in revealing the pathology when 
present. The method of interpretation of 
the films, however, is most vital to the 
proper conduct of mass case finding. As 
long as this part of the project must be 
carried out by humans, no matter how ex- 
pert, there will always be a margin of 
error. We have suggested a method of in- 
terpretation and classification that is simple, 
all inclusive, facilitates — interpretation, 
permits a uniformity of opinion among 
trained workers, and reduces the margin of 
error to a practical minimum. Briefly it 
consists in an initial agreement on the 
“normal” film, and the division of the ab- 
normals into four broad groups: 


1. Suspected tuberculous, apparently 
significant 

2. Suspected tuberculous, apparently not 
significant 

3. Pulmonary disease, apparently non- 
tuberculous 


4, Extrapulmonary chest abnormalities. 


+ 


Doctor Browder 
Assumes Directorship 


Dr. Jefferson Browder, one of the coun- 
try’s leading neurosurgeons, who is a 
Diplomate of the American Board of Sur- 
geons and of the American Board of 
Neurosurgeons, became director of the De- 
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This classification permits an efficient 
screening of miniature mass x-rays and 
facilitates the important second arm of the 
case finding project, the clinical investiga- 
tion and follow-up wherein an exact patho- 
logical diagnosis is established and the 
proper medical care set in motion. The in- 
terpretation and classification of 6,979 
miniature films along the lines set forth in 
this paper proved most efficient. Seventeen 
cases of active pulmonary tuberculosis or 
0.24 per cent were discovered, Two hun- 
dred and seventeen cases of inactive pul- 
monary tuberculosis, 131 of non-tubercu- 
lous pulmonary pathology, and 131 cases 
of extrapulmonary chest conditions were 
found. All these cases were channeled into 
the proper private and public agencies for 
medical care. 
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The "Re-Formed Gallbladder” 


George H. Miller, M.D. 
Tulsa, Oklahoma 


More than fifty years ago, Oddi removed 
the gallbladder in healthy dogs, in order 
to determine its functional importance, 
While it is true this had previously been 
done, yet it did lead to his discovery of the 
sphincter muscle at the distal end of the 
common duct which still continues to bear 
his name. Sections made later through the 
hepatic, cystic and common bile ducts re- 
vealed the ducts to have dilated two or 
three times their normal caliber. The cystic 
duct had been transformed into a reservoir 
for bile and had all the appearances of a 
newly formed gallbladder. These experi- 
ments led Oddi to conclude that natural 
forces within an animal’s body made a tre- 
mendous effort to impound the bile until 
such time as it was needed in the intestines. 
In similar experiments carried out later on 
by Drs. Judd and Mann, identical changes 
were observed. Most of the dilatation had 
been completed within sixty days following 
the cholecystectomy. After long and con- 
tinued dilatation, the sphincter fibers were 
completely overcome and the bile continued 
to flow uninterruptedly. The process as we 
understand it now, after cholecystectomy, 
is dilatation of all of the bile ducts, in- 
cluding the cystic duct, and later complete 
relaxation of the sphincter, thus permitting 
the bile to flow continuously into the duo- 
denum. 


The term “re-formed gallbladder” ap- 
pears in the American literature following 
the work done by Dr. H. L. Beye, Profes- 
sor of Surgery in Iowa University. He felt 
that the term was appropriate and ex- 
pressed a clinical condition brought about 
by and sometimes occurring following the 
ordinary cholecystectomy. After Dr. Beye’s 
death, Dr. Frank R. Peterson, of Iowa Uni- 
versity, continued with this work and col- 
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lected many cases exemplifying the asser- 
tions previously alleged by his former 
chief. Dr. Peterson also retained the term 
“re-formed gallbladder’ because he felt 
that it described a definite clinical condi- 
tion. Numerous sections made from this 
new-formed receptacle for bile were iden- 
tical with and had all the appearances of 
sections taken from ordinary diseased gall- 
bladder; in fact, their conclusions are, it is 
impossible to tell, by histological sections 
alone, the difference between tissue from 
a “re-formed gall bladder’’ or tissue from 
the usual diseased gallbladder. Most 
American surgeons have observed a dilated 
pouch formed out of the cystic duct follow- 
ing cholecystectomy; however, except for 
the work of Dr, Peterson and Dr. Beye, not 
much has been written about it in Ameri- 
can literature. The German literature con- 
tains complete descriptions of the re- 
formed gallbladder and reveals that it is 
produced by dilatation of the stump of the 
cystic duct and lined by the mucosa. The 
general conclusions are that the stump of 
the cystic duct participates in the general 
enlargement and dilatation of all the ducts, 
as had previously been observed by Oddi in 
his experimental work, and that the sphinc- 
ter muscle contracting at the end of the 
common duct produces the “obstruction, 
with the secretion from the liver causing 
sufficient hydraulic pressure to effect 
notable dilatation of all of the ducts, so as 
to accommodate a quantity of bile equal 
to that previously retained in the gall- 
bladder. 

A “re-formed gallbladder” may be small 
in size, or as large as the original gall- 
bladder and is completely lined by a mu- 
cous membrane. In addition, it is composed 
of a muscular layer, a fibrous layer, and 
peritoneum, depending upon the region 
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through which the sections have been ob- 
tained. From the clinical material studied, 
it appears that a re-formed gallbladder may 
occur with or without obstruction within 
the common duct. It may produce all the 
signs and symptoms observed in acute or 
chronic diseases of the gallbladder and 
associated ducts. Very often this new- 
formed gallbladder may contain stones. It 
may contain one large stone, or many 
small stones. Such stones may pass into 
the common duct, or obstruct the neck of 
the cystic duct and, in either, may be ac- 
companied by colicky pain, chills and fever. 
This new-formed reservoir is usually deeply 
imbedded in a mass of scar tissue and lies 
alongside of, or just behind, the common 
duct. It may occur within a few months 
after cholecystectomy, or be discovered 
many years later. The average is about four 
years following the first operation. There 
are some cases in which no clear line of 
demarcation can be made between the onset 
of the symptoms produced by ‘‘re-formed 
gallbladders” and the symptoms observed 
by the patient previous to his cholecystec- 
tomy. The symptoms are often identical 
with those of the original trouble, Jaundice 
may or may not be present. Not always do 
stones in the common duct produce jaun- 
dice, depending upon how nearly complete 
obstruction of the common duct occurs. 
Some of these patients present chills, fever 
and colic, with all the signs of a severe 
biliary tract infection. Most of these pa- 
tients have had symptoms referable to the 
gallbladder region and the biliary system 
over several years’ duration. With the ‘‘re- 
formed gallbladder,” stones may occur in 
the hepatic ducts; also, in the common duct 
and in the re-formed gallbladder. Other 
specimens have been obtained which have 
not in any way been associated with stones, 
either in the re-formed gallbladder, or in 
any of the ducts, so that it is not possible 
to conclude a ‘‘re-formed gallbladder’’ is 
the product of back pressure produced by 
stones alone. While it is true stones are 
very often found within a new-formed gall- 
bladder, yet several very large re-formed 
gallbladders are on exhibition, which when 
removed, contained no stones. The stones 
associated with a -re-formed gallbladder 


MEDICAL TIMES, JULY, 1948 


generally contain calcium and for this rea- 
son are easily visualized with the aid of 
the x-ray. 


Following the usual cholecystectomy, the 
cystic duct is tied with a ligature. This 
duct may be long or short, depending upon 
the place the ligation is made and, in any 
event, a permanent diverticulum remains, 
which has a secreting mucous membrane 
as its inner lining. Should obstruction occur 
at the junction of the cystic and common 
ducts, secreted mucoid material accumu- 
lating behind this obstruction may be sufh- 
cient to produce a cystic formation of the 
entire stump. While most re-formed gall- 
bladders are rather small, being one to 
three inches long and one-half to an inch 
in diameter, the size of one of these 
re-formed gallbladders is in no way in 
accordance -with the symptoms produced 
within the individual. A small re-formed 
gallbladder containing numerous stones 
and considerable infection, tightly adher- 
ent in a mass of scar tissue in the region of 
the hepatic and common ducts, is some- 
times capable of producing alarming symp- 
toms, and they resemble so closely the usual 
symptorns of a diseased gallbladder that 
they should lead one to suspect the 
existence of a re-formed gallbladder in 
any patient who has previously had a 
cholecystectomy and in whom later appear 
all of the classical symptoms of a primarily 
diseased gallbladder. 

Since a large percentage of these stones 
found associated with this unusual condi- 
tion contain calcium, it is often very easy 
to come to a successful diagnosis with the 
aid of the x-ray; however, failure to visual- 
ize the re-formed gallbladder with the x- 
ray does not permit us to rule out its pres- 
ence, It can be identified definitely only by 
re-operation and careful dissection of all 
the ducts. If the pouch is large enough to 
be identified by general appearance and 
palpation, this should not be extremely 
difficult; however, if this re-formed pouch 
is small and densely adherent to the back 
of the common duct and surrounded by 
thick adhesions, it can be very easily over- 
looked. Dr. Frank Peterson in his paper of 
December 5, 1941, read before a meeting 
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of the Western Surgical Association, ad- 
vised opening of the common duct and 
exploration upward into the sac with a 
probe. Palpation of the end of the probe 
reveals the presence of the pouch and its 
relationship to the other ducts and permits 
the operator to determine the full length 
of the sac. In this manner, he suggests, it 
can be more easily identified and dissected 
out. It should then be carefully crushed 
with a forcep and ligated close to its junc- 
tion with the common duct. 


The following cases will show its occur- 
rence with and without obstruction of the 
common duct: 

Mrs. A. C., aged forty, was operated 
upon for diseased gallbtadder. At the time 
her gallbladder was removed, there were 
no large stones present within the gall- 
bladder, or in any of the ducts. Several 
years after her first operation, a return of 
symptoms referable to the gallbladder re- 
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in one-half dropperful doses into the af- 
fected ear every 4 hours or more often as 
necessary. It is a nontoxic antibacterial 
fungicide which liberates hydrogen perox- 
ide on contact with tissue and blood. 
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gion required her to be again examined. 
The x-ray revealed one large calcified stone, 
the size of an English walnut, placed in 
the region of the normal location for the 
original gallbladder. At second operation, 
a re-formed gallbladder containing one 
large stone was dissected out and removed, 
Mrs. E. was operated upon for the clas- 
sical symptoms of gallbladder disease. At 
the time of operation, a highly inflamed 
gallbladder containing no stones was 
removed. Several months following this 
operation, her symptoms recurred in mild 
form. This was observed periodically 
cver a period of four and a half years 
when severe jaundice occurred and exam- 
ination revealed a large calcified stone in 
the common duct. At operation a re-formed 
gallbladder two and one-half inches long, 
highly diseased and containing several 
stones, was removed. A large stone was 
removed from the common duct. 
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Serial Surveys of Current Concepts 


and Activities 


Department Edited by 
John Mumford Swan, M.D., F.A.C.P. 
Rochester, N. Y. 


Cancer of the Pancreas 
Part Il 


Coller and Winfield (15) analyzed 
thirty cases of pancreatic cancer. They 
found that cachexia, including loss of 
weight, anorexia and weakness, and jaun- 
dice were the most common symptoms. 
There was pain in some form in twenty- 
three cases. The pain may be constant, 
dull and severe in the midepigastrium or 
to the left, radiating to the back. It may 
be paroxysmal, severe in the epigastrium, 
radiating to the back, shoulders, or chest. 
It may be colicky, in the right hypo- 
chondrium, radiating to the back or to 
the right subscapular region. There was 
nausea with or without vomiting in fifteen 
cases, jaundice in twenty-seven, constipa- 
tion in seven, pruritus in seventeen, The 
physical signs included palpable liver in 
twenty cases and palpable gallbladder in 
ten cases. 

Mielcarek (50) reported a case of pri- 
mary adenocarcinoma of the pancreas in a 
fifteen year old boy. Death was due to 
asphyxia from hemorrhage into the trach- 
cobronchial tree. The symptoms were 
icterus (icterus index from 38 to 60), 
increasing lassitude and loss of weight of 
six months duration, numerous attacks of 
diarrhea, with gas, and sour eructations. 

Ransom (61) reports sixteen cases of 
the body or the tail of the pancreas which 
were treated between July 1, 1925, and 





This article does not cover the 1947 literature. 
Its 75 references will appear with the third and 
last instalment, 
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January 1, 1934, in the Hospital of the 
University of Michigan, Abdominal pain 
was the outstanding symptom. This pain 
was usually of extreme severity, most 
often intermittent, with residual soreness 
between the paroxysms. In fourteen of 
the sixteen cases it was the first symptom 
noted by the patient. The radiation of 
the pain was to the back in four cases; 
to the back, right hip and thigh in two 
cases; to the back and the right chest in 
one case. In nine of the patients there 
was no radiation of the pain. In four 
cases the pain was relieved following 
bowel movement; in six after taking soda; 
in four it was aggravated by food; in 
one it was relieved after vomiting; in five 
there were no changes noted. Nausea and 
vomiting were not prominent symptoms. In 
spite of unmistakable evidence of cachexia, 
loss of appetite was complained of by only 
three of the patients. Thirteen of the pa- 
tients were constipated. Loss of weight and 
a corresponding degree of weakness were 
as constant as pain. 

Judd and Hoerner (37), in a study 
based on 179 cases, concluded that car- 
cinoma of the head of the pancreas pre- 
sents a symptomatology similar to that of 
chronic pancreatitis. 

Riml (63) advocates exploratory celi- 
otomy for diagnostic purposes. He reports 
three cases in which there was intestinal 
hemorrahage and in which gastro-intestinal 
x-ray study failed to discover the origin 
of the bleeding. The hemorrhage was 
sometimes macroscopic, sometimes occult, 

Grauer (28), in a study of a series of 
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thirty-four cases of primary pancreatic 
carcinoma from the McGill Pathological 
Institute (Montreal), found that epigas- 
tric pain was the earliest symptom in 
twenty cases. A feeling of fullness, gas- 
eous eructations, general weakness, ano- 
rexia, loss of weight, constipation or di- 
arrhea, nausea and vomiting are other 
symptoms seen frequently. 

Duff (21) reports that abdominal pain, 
obstinate constipation, belching or eructa- 
tion, abdominal swelling, weakness and 
loss of weight were the most common ini- 
tial symptoms in sixteen cases of carcinoma 
of the body and the tail of the organ. On 
the other hand, jaundice is the most com- 
mon initial symptom of cancer of the head 
of the pancreas. 

Campbell, Graham and Robinson (10), 
in a study of islet cell tumor of the pan- 
creas, report that the suggestive symptoms 
are varied and include weakness, mental 
irritability, coma, epileptiform convulsions, 
and loss of memory. From the mildest iso- 
lated episodes the attacks run a course 
eventually resulting in marked mental de- 
terioration and degeneration of the nervous 
system, with marked obesity. 

Levy and Lichtman (41) found that 
carcinoma of the body and the tail of the 
pancreas should be considered when there 
is (1) rapid loss of weight, not accounted 
for by demonstrable diabetes, hyperthroid- 
ism, tuberculosis, anorexia nervosa, sprue, 
or demonstrable cancer in some other or- 
gan; (2) when there is anorexia; (3) 
when there is noncolicky abdominal pain, 
either diffuse or in the upper quadrants, 
radiating to the lumbar region, unrelated 
to the digestive cycle, unrelieved by food, 
often nocturnal and relieved by change in 
posture; (4 when there is no secondary 
anemia demonstrable; (5) when there is 
no occult blood in the stool (unless the 
tumor has invaded the stomach or the duo- 
denum); (6) when there is disturbed car- 
bohydrate tolerance manifested by glyco- 
suria, hyperglycemia, or a dextrose toler- 
ance curve of the diabetic type; (7) when 
there are atypical radiographic findings in 
the duodenum or the stomach; (8) when 
there is an increase of the blood amylase; 
(9) when there is hemorrhagic ascites; 
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(10) when there is peripheral venous 
thrombosis. 

Crile (18) states that the symptoms are 
epigastric pain, constant, deep, and boring 
in character, unrelated to meals. Jaundice 
was absent in 30.0 per cent of cases in 
which the growth originated in the body 
or the tail of the organ. Anorexia, weak- 
ness, fatigue, loss of weight, and “vague 
distress in the epigastrium’” are other fre- 
quent symptoms. The icterus index in cases 
of obstruction of the common bile duct by 
calculi averaged 45; in cases in which the 
obstruction was due to carcinoma of the 
head of the pancreas it averaged 100. In- 
creased index in carcinoma of the pancreas 
often antedates the appearance of jaundice. 
Mayer, Altman and Perlman (49) report 
a case in a woman, aged 41 years, who had 
attacks of unconsciousness, usually early in 
the morning or before noon, with a sensa- 
tion of hunger on regaining consciousness. 
These attacks were accompanied by a gain 
of thirty-five pounds in weight in a four 
year period (1935-1939) and an additional 
gain of thirty-five pounds in less than one 
year. Fasting blood sugar was too low to 
be read. Usually the attacks were accom- 
panied by profuse perspiration. An islet 
cell adenoma was removed from the pan- 
creas. 

Kauer and Glenn (39) made a study 
of thirty-two cases seen in the New York 
Hospital between 1932 and 1939. The 
diagnosis was confirmed at operation or at 
autopsy or both. Pain was the chief com- 
plaint in twenty-two of the cases; jaundice 
in sixteen. On the other hand, loss of 
weight of from eight to sixty-five pounds 
was discovered on questioning in thirty-one 
of the thirty-two patients. In the odd case 
no record was found. Other symptoms, in 
order of frequency, were anorexia, vomit- 
ing, itching, nausea, constipation, weakness, 
diarrhea, intolerance of fatty food, and in- 
somnia. 

Berk (4) took a poll of 120 medical 
men, fourth year students, internes, fest- 
dents, graduate students, and general prac- 
titioners in practice five years or less, ask- 
ing their opinion of that feature which was 
the most common in patients with carci- 
noma of the pancreas. These medical men 
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were graduates ot twenty-four different 
colleges. Painless jaundice was considered 
the chief diagnostic criterion by 43.3 per 
cent of those questioned, and jaundice by 
49.1 per cent. Altogether 92.5 per cent 
thought jaundice, either painless or pain- 
ful, was the outstanding diagnostic symp- 
tom of this disease. Only 2.5 per cent con- 
sidered pain to occupy the position of chief 
symptom. 

Berk then proceeds to analyze thirty-four 
cases of carcinoma of the pancreas seen at 
the Graduate Hospital of the University of 
Pennsylvania (Philadelphia) between 
March, 1927, and April, 1940, all proved 
by celiotomy or autopsy. He also presents 
an exhaustive study of cases reported in 
the literature. 

The author draws the following con- 
clusions from his admirable investigations: 

1.—Carcinoma of the pancreas is a dis- 
ease of fairly rapid progression. 

2.—Pain is the outstanding chief com- 
plaint, and it occurs at some time or other 
during the course of the disease more fre- 
quently than does jaundice. When both 
jaundice and pain are present, the pain will 
precede the jaundice in approximately 85.0 
per cent of the cases. 

3.—The pain may be continuous and 
dull, paroxysmal or colicky; it is usually 
severe; it frequently radiates to the back; 
it is worse in the recumbent than in the up- 
right posture; it is relieved by sitting up 
or walking about; and it may present an 
ulcer-like rhythm. 

4.—Although painless jaundice is a syn- 
drome of unquestionable diagnostic im- 
portance, it is not encountered with any 
great frequency (26.5 per cent). 


+ 


Research Fellowships—The 
American College of Physicians 


The American College of Physicians an- 
hounces that a limited number of Fellow- 
ships in Medicine will be available from 
July 1, 1949-June 30, 1950. 
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5.—Jaundice need not necessarily occur 
when the head of the pancreas is involved. 

6.—Loss of weight is the most com- 
monly noted associated symptom (90.1 per 
cent) and is usually rapid and severe. 
Weakness, nausea, vomiting and anorexia 
are frequently associated symptoms. 

7.—Constipation is more frequent than 
diarrhea. However, diarrhea must be looked 
upon as a symptom of some import in sus- 
pected cases. 

8.—The gallbladder can be felt in 41.6 
per cent of the cases associated with jaun- 
dice and in 24.2 per cent of all cases of 
carcinoma of the pancreas. 

9.—The liver was palpable in 78.8 per 
cent; a ens mass in 12.1 per cent; 
ascites, demonstrate clinically, in 11.7 per 
cent. 

10.—Some derangement of carbohydrate 
metabolism is an important diagnostic find- 
ing. It may manifest itself as an impaired 
dextrose tolerance curve, as hyperglycemia, 
or as glycosuria. 

11.—Anemia was strikingly mild: aver- 
age 4.08 million erythrocytes, 69.5 per 
cent hemoglobin. 

12.—The roentgenogram will suggest 
malignancy in or about the pancreas in al- 
most half of the cases. 

13.—The concentration of lipase and 
of amylase in the blood of patients with 
cancer of the pancreas is a diagnostic aid 
of real value. 

14.—Occult blood in the stools was 
found in 26.9 per cent of the cases and its 
presence may be misleading in differential 
diagnosis. 

15.—Fatty stools are uncommon. 
—To be continued 


The stipend will be from $2,200 to 
$3,200. 

Application forms will be supplied on 
request to The American College of Physi- 
cians, 4200 Pine Street, Philadelphia 4, Pa., 
and must be submitted in duplicate not 
later than November 1, 1948. Announce- 
ment -of the awards will be made as 
promptly as possible. 
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EDITORIALS 


The Snipers in 
Our Own Capitol 

In a report by Mr. Har- 
ness, member of Con- 
gress from Indiana and 
Chairman of the Subcom- 
mittee on Publicity and 
Propaganda, the following 
paragraph occurs: 
_ Suffice it at this time for your committee to report 
its firm conclusion, on the basis of the evidence at 
hand, that American Communism holds this program 
[of socialized medicine] as a cardinal point in its 
objectives; and that in some instances, known com- 
munists and fellow travelers within the Federal agen: 
cies are at work diligently with Federal funds in 
furtherance of the Moscow party line in this regard.” 

Yet we are constantly told that existing 
laws are all that we need for safeguarding 
our institutions and our chosen way of life. 

Why, then, the continuance of certain 
mephitic presences in Washington’s Social 
Security outfit ? 


Licensed to Kill 

Four states require physicians to report 
cases of epilepsy so that driving licenses 
may be revoked. In the Journal of the 
American Medical Association of May 15, 
1948 Dr. William G. Lennox of Boston 
properly points out the unfairness of this 
situation so long as there are a hundred 
times more drivers who have “‘lapses of 
consciousness which may be chronic’’ be- 
cause of alcoholic excess. 

There seems to be something sacred 
about alcoholism on the highways, with its 
known devastation of life. 

Why this privileged exemption? 

Perhaps regulation of epileptics will 
lead to control of alcoholics. 

What we should like to know is: Was 
the banning of epileptics done unwittingly, 
without thought of its indirect effect upon 
the problem presented by alcoholics, or 
was it a stroke of profound wisdom, with 
both goals ultimately in view? 

In any case, we should take strategic ad- 
vantage of this opening step. 

Our present system virtually licenses al- 
coholics to kill; in their case to drive is to 
kill, sooner or later; so we seem to say, 
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logically enough, that there 
is no point to reasonable 
control and that all resul- 
ant mortality should be 
condoned. 

Let us strive to change 
this moronic set-up. 


The Functional Moron 


According to Dr. Ruby J. R. Kennedy of 

Connecticut College, the typical moron 
with an I. Q. between 50 and 69 earns 
more money than the average male. His 
favorite recreation is moving pictures, he 
listens habitually to the radio, reads a 
newspaper and magazine regularly, and has 
had some form of military service. He gen- 
erally marries at the age of 21.9 years. He 
rents a home and has a telephone and in- 
surance. His earnings range from $35 to 
$55 a week. 

This study might very well have at- 
tempted to establish the degree to which 
this type of citizen accounts for certain 
political and social phenomena of deplor- 
able nature in this country. It is a very sug- 
gestive approach and should go further. 
The purveyors of hate, bigotry, hysteria, 
violence and weird ideologies have in this 
segment of the population a wonderful 
matrix for their machinations. 

General Eisenhower, now president of 
Columbia University, talks about the pos- 
sibility of lessening ignorance and preju- 
dice through extension of adult education; 
but here we have to take into account the 
capacity of the masses concerned and the 
reluctance of demagogues to change the 
present cultural status of large segments 
of the population, which serves their ends 
so well, 

Dr. George S. Stevenson, president- 
elect of the American Psychiatric Associa- 
tion, points out that our public practices 
and other phases of our culture are too 
much governed by the requirements and 
capacity of the mentally deficient; that the 
better elements in the community actually 
have had imposed upon themselves regula- 
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tions that are appropriate only to the men- 
tally deficient. This situation, he thinks, 
creates dilemmas out of which wars emerge. 
At any rate, the social stage is wonderfully 
set for the purposes of politicians, rather 
than for the dignity of our worth-while 
citizenry. 

Dr. Stevenson thinks that we will have 
to give attention to this problem but that 
we will first have to understand its true 
nature better. 


TLC 


In this unseemly world it comes as a 
pleasant surprise to discover that when 
cancer patients are released from certain 


+ 





New York hospitals for home care the 
suitability of the experiment is gauged 
largely by whether or not some mother or 
husband or son is equipped to give good 
nursing care that is backed by tenderness 
and love—T L C, “tender, loving care.” 
Those are the letters that go on the record. 

This system releases beds for more 
urgent cases. It furnishes, when needed, 
physical therapy, housekeeping _ service, 
hospital beds, wheel chairs, etc. This su- 
perior type of social service has grown in 
especially bad hospital circumstances, to 
our wondering plaudits. 

So here, happily, appears a spiritual 
value at a time when things tend strongly 
toward materialism and moral deficits. 


GENERAL PRACTICE 


The Committee for the Improvement of Child Health 


Good pediatric care is a basic premise for 
adult health. The American Academy of 
Pediatrics considers this a gospel truth. We 
agree that ‘The organic and mental health 
of adults depends largely on the care they 
received as children.” 

But there is a great need to improve 
such care—a need for preventive, diag- 
nostic and curative services for all children. 

Since much depends upon the training 
and experience of the individual physician 
we must have better equipped general 
practitioners, for they “provide 75 per cent 
of the medical care of the children of this 
country.’” We must have a more thorough 
education in medical school and hospital. 

Unfortunately, financial support of our 
medical schools for this purpose is grossly 
inadequate when it comes to strengthening 
pediatric education in medical schools and 
hospitals, for undergraduates and _post- 
gtaduates, for general practitioners and 
pediatricians. As a matter of fact the medi- 
cal schools are having harder and harder 
sledding. 

So the Academy, in planning to strength- 
en child health services, is focusing its 
efforts upon the medical school, with an 
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especial view to correct deficiencies in the 
very areas where such deficiencies have 
been shown to exist, and it aims, among 
other things, to aid in the stafing with 
residents of the hospitals coming into be- 
ing under the Hospital Survey and Con- 
struction Act. 

The Academy's prelitainary study of the 
problem was financed from various 
sources, the funds totalling $1,045,000, 
but the iniffal expenses of the continuing 
study have been borne by the Academy 
itself, It now appeals for aid from all who 
recognize the importance of its program, 
as its own reserve is limited. The Commit- 
tee that has been formed, with its executive 
staff, will operate on a minimum budget of 
$375,000 over a five-year period. The ad- 
dress of the Committee is 2346 Massachu- 
setts Avenue, Washington 8, D. C. 

The Academy’s recognition of the part 
that qualified general practitioners must 
play in this ambitious program shows the 
soundness of its thought and plans and 
chiefly for this reason wins our hearty 
commendation. There are manifestly not 
enough specialists available to exclusively 
implement such a promising plan. 
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CONTEMPORARY PROGRESS 


NEUROLOGY 


Alterations In the Form of the 
Electrocardiogram In Patients 
With Mental Disorder. 


H. E. Heyer and associates (American 
Journal of Medical Sciences, 214:23, July 
1947) report a study of the electrocardio- 
gtaphic findings in 200 psychiatric pa- 
tients, none of whom had any objective 
evidence of heart disease, in comparison 
with 200 normal controls. In the group 
of 200 psychiatric patients, definite electro- 
cardiographic abnormalities were found 
in 43 (21.5 per cent) as compared with 6 
(3 per cent) of the controls. The chief 
abnormalities found in the psychiatric 
patients were: a prolonged P-R interval 
(above 0.20 second); a decrease in the 
amplitude of R in leads CF4 and CFS; T 
waves of low amplitude or diphasic in lead 
1, and inverted or diphasic in leads CF4 or 
CF5; the Wolff-Parkinson-White syn- 
drome; paroxysmal auricular tachycardia; 
auricular flutter. As many of these 
changes are similar to those produced in 
normal subjects by emotional disturbances 
and by artifical stimulation of the sympa- 
thetic and parasympathetic nervous system, 
it seems probable that in psychiatric 
patients such electrocardiographic changes 
may be produced by both emotional insta- 
bility and by abnormal automatic activity. 
The findings also indicate that caution is 
necessary in interpreting electrocardio- 
graphic abnormalities either in patients 
with mental disease, or in normal persons 
when temporarily disturbed emotionally. 


COMMENT 


The above study is in line with the pendu- 
lar swing to fuse the problem of mind and 
body instead of considering them separately. 
In no period of medical history have so-called 
institutional mental cases received better care 
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than that provided today. No phase of in- 
vestigation is neglected. Hence this analysis 
is of value in estimating the cardiac status of 
patients both in and out of institutions, for 
often physicians are disturbed by seemingly 
borderline cardiac irregularities in their pa- 
tients 


Distribution of Carbonic Anhydrase 
In the Pallium In Nineteen Cases of 
Paretic Neurosyphilis 


W. Ashby and G. D. Weickhardt (Jour- 
nal of Nervous and Mental Disease 106;- 
107, Aug. 1947) report multiple quanti- 
tative determinations of carbonic anhy- 
drase in the brains of 19 patients dying 
with paretic neurosyphilis at St. Elizabeth’s 
Hospital, Washington, D. C. Previous 
studies of the distribution of carbonic 
anhydrase in the brain have shown that 
normally this enzyme is found in greater 
concentration in the occipital pole than in 
any other part of the pallium, and that 
the concentration in the parietal area is 
equal to or greater than that of the frontal 
pole; the concentration is normally the 
same in symmetrical areas from the two 
hemispheres. The function of carbonic 
anhydrase in the brain has not been 
definitely determined, but since its pattern 
of distribution in the brain is so consistent 
and since it has not been found in pe- 
ripheral nerves, it appears that it has some 
function in “the fundamental process of 
nerve conduction.” At least any evidence 
of its focal deterioration is of interest in 
the study of pathological conditions in 
the brain. Of the 19 brains studied 6 
were from patients who died soon after 
entering the hospital and had received 
little or no treatment; in each case histo- 
pathologic study showed an active syphilitic 
meningo-encephalitis. In all these cases the 
carbonic anhydrase distribution showed 
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definite irregularities—either a great differ- 
ence in the enzyme content between sym- 
metrical areas in the two hemispheres, or 
an excessive lowering of the concentration 
in the parietal area as compared with the 
frontal pole. In 5 cases in which intensive 
treatment had been given without serologic 
or clinical improvement the pattern of car- 
bonic anhydrase distribution showed similar 
abnormalities, In 5 cases in which inten- 
sive treatment had resulted in either partial 
or complete reversal of the spinal fluid but 
no definite clini- 


multifaceted and modern aggressive approach 
directed toward solving the mechanisms of 
mental diseases. It is only by accumulating 
and weinwe each tiny bit of evidence that 
we can hope to arrive at a better interpreta- 
tion of the psychiatric manifestations of dis- 
ease, H.R.M. 


Neuropsychiatric Manifestations 
During the Course of Malaria 


B. Boshes (Archives of Neurology and 
Psychiatry 58:14, July 1947) reports that 
during the Italian campaign of World War 

II a number of 
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malities as in the 
preceding 11 
cases. It differed 
from the normal, 
however, in that 
the concentration 
in the frontal 
pole and parietal 
area was not 
much in excess of 
that in the tem- 
poral pole; and 
that the concen- 
tration in the oc- 
cipital pole was 
not higher than 
that in the frontal 
pole. In 3 cases in 
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patients had se- 
vere ‘‘bursting” 
headache, __retro- 
orbital pain and 
backache, but no 
focal or menin- 
geal signs. Some 
of these patients 
developed typical 
malarial attacks of 
fever; others atyp- 
ical fever, after 
which blood 
smears established 
the diagnosis of 
malaria. In some 
cases patients 
were admitted to 











which intensive 





the hospital with 





treatment had re- 

sulted in serological and clinical improve- 
ment, the carbonic anhydrase distribution 
approached closely to the normal. The find- 
ings of a low level of carbonic anhydrase 
in the patients showing serological but 
not clinical improvement is of interest in 
relation to malaria treatment in paresis, 
since this form of treatment, in addition to 
taising the body temperature, causes a con- 
siderable destruction of red cells with a 
telease of carbonic anhydrase. 


COMMENT 


This novel bit of evidence, the real value 
of which remains to be decided, illustrates the 
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such diagnoses as 
epilepsy, suspected tumor in the cerebello- 
pontile angle, or unclassified psychosis and 
without fever. A routine practice of making 
“malaria slides” for every patient who de- 
veloped any fever, no matter how mild, 
helped to establish the diagnosis in such 
cases. Repeated blood smears, both thick 
and thin, must be made in such cases. An 
illustrative case is reported in which symp- 
toms of meningo-encephalitis were com- 
plicated by generalized convulsions and 
Jacksonian fits, delirium and hallucinations. 
Blood smears for malarial parasites were 
negative at first but finally P. vivax was iso- 
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lated on two occasions. Symptoms cleared 
up promptly under quinine therapy. As 
this patient was conscious and could swal- 
low, quinine was given by mouth. If he 
had been in deep coma, quinine dihydro- 
chloride in isotonic sodium chloride solu- 
tion (0.6 Gm. per 2U0 to 300 cc.) would 
have been given by slow intravenous in- 
jection. But it was the practice in the Army 
to avoid the need for intravenous injec- 
tions by giving intramuscular injections of 
quinacrine dihydrochloride (0.2 Gm. in 
5 cc. of sterile water in each buttock, a 
total dose of 0.4 Gm.). The cases of ma- 
laria in which various neuropsychiatric 
symptoms developed were not all due to 
P. falciparum; P. vivax and mixed infec- 
tions were also found, The author notes 
that “many thousands’ of United States 
military personnel acquired malaria during 
World War II and were treated success- 
fully and in many others the disease was 
suppressed by quinacrine, but those who 
have been infected may have recurrences 
or may become asymptomatic gametocyte 
carriers, and malaria may thus appear in 
the United States in nonendemic areas. As 
malaria is ‘‘a disease of protean manifesta- 
tions,” all physicians should be on the 
alert for malarial infection as a cause of 
atypical pyrexial syndromes; neuropsychi- 
atrists especially will have to consider ma- 
laria as a possible cause of various neuro- 
psychiatric symptoms. It must be remem- 
bered also that some forms of malaria may 
have an afebrile course for some time. 


COMMENT 


The directing of our attention to atypical 
cases of malaria cannot be overstressed as, 
until solved, they present baffling diagnostic 
problems. Their recognition is particularly 
gratifying because of the prompt resbonse to 
appropriate therapy, H.R.M. 


Partial Excision of the Motor 
Cortex In Treatment of 
Jacksonian Convulsions 

Cobb Pilcher and associates ( Archives of 
Surgery, 54:633, June 1947) report 41 
cases in which partial excision of the motor 
cortex was done for relief of focal cortical 
convulsions; in the majority of these cases 
attacks began in the upper extremity; none 
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had a gross cicatrix or a space-occupying 
lesion in the cortex. The duration of the 
seizures was less than two years in 8 cases, 
and more than five years in 17 cases. The 
frequency of attacks varied, but in 17 cases 
the number of seizures averaged not less 
than one a day. In all instances anticonvul- 
sant drugs had failed to control the seizures 
effectively. There were 17 males and 24 
females in the series; most of the patients 
were children or young adults; 3 were 
over thirty years of age; 18 were under 
twelve years of age and 20 were between 
twelve and thitty years of age. At opera- 
tion, the cortex was exposed on the affected 
side, and a map of the cortex made on 
sterilized cellophane. Electrical stimulation 
for localization of the area involved was 
then carried out and was successful in all 
but one case. When the area had been 
localized, subpial resection of the cortex 
was done. The pia mater in the center of 
the precentral convolution was coagulated 
longitudinally for the length of the resec- 
tion planned, usually extending slightly 
above and below the area excitable by elec- 
tric stimulation. The pia and superficial 
gray matter were incised with the electro- 
surgical cutting current; resection of the 
cortex to the depth of the central sulcus 
was done by blunt dissection. There were 
2 postoperative deaths, one due to pul- 
monary embolus; in the second case autopsy 
showed no definite cause of death, Three 
patients have died since operation; in one, 
death was due to pneumonia seven weeks 
after operation; in the other 2 cases to 
status epilepticus, twenty-one months and 
five years respectively after operation. Im- 
mediately after operation all patients, ex- 
cept the one that showed no response to 
electrical stimulation, showed complete 
flaccid paralysis; but voluntary motor re- 
covery howe within twenty days, so that 
only one patient has shown a persistent 
weakness of marked degree, and this pa- 
tient had severe hemiparesis before opeta- 
tion; 3 patients have moderate weakness 
of the affected extremity; and 17 have 
minor impairment of fine movements of 
the hands, slight spasticity of the fingers, 
or minor weakness of the dorsiflexors of 
the foot. Eight patients have been com- 
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pletely free irom convulsions since opera- 
tion; 12 have shown “marked improve- 
ment;” 6 of these 12 patients had one or 
more seizures in the first week after opera- 
tion and none since that time; the other 6 
who had frequent seizures have had only 
a few attacks at long intervals (more than 
six months); 9 patients have shown a 
definite diminution in both the frequency 
and severity of attacks; 8 patients showed 
no sustained improvement. From these re- 
sults the authors conclude that partial ex- 
cision of the motor cortex is of definite 


value in selected cases of ‘focal motor 
convulsion.” 


COMMENT 


Undoubtedly heroic mezsures must be used 
in those patients who are not benefited by the 
use of the best of anticonvulsant therapy, and 
are incapacitated by the frequency of convul- 


. sions. In this reviewer's opinion the time fac- 


tor is the real deciding element in determin- 
ing the efficacy of excision of the motor cor- 
tex, for a healing scar must reolace the ex- 
cised scar. In such cases the nenly formed 
scar may serve as another focal point of irri- 
tation, which will be revealed only after the 
passing of time, H.R.M. 


GYNECOLOGY 


. Culdoscopy, A Useful 


Gynecologic Procedure 


R. W. LeLinde and F. Rutledge ( Amer- 
ican Journal of Obstetrics and Gynecology, 
55:102, Jan. 1948) report the use of 
culdoscopy for the diagnosis of gynecologi- 
cal conditions. The instrument used has a 
special trocar with a guard on the sheath 
about 3 cm. from the tip. The culdoscope 
proper is a longer metal tube with ocular 
and objective lenses with a prism to deflect 
the light. For introducing the culdoscope 
into the posterior vaginal fornix, the pa- 
tient is placed in the knee-chest position. 
Culdoscopy can be done under local anes- 
thesia with 0.5 per cent nupercaine solu- 
tion; for general anesthesia, when indi- 
cated, the authors employ intravenous 
pentothal sodium, With the patient in the 
knee-chest position the perineum is elevated 
with a posterior vaginal retractor, which 
permits air to enter the vagina so that it 
balloons out’’ and the mucosa of the pos- 
terior vault is on considerable stretch. The 
puncture with the trocar of the instru- 
ment must be made so that the cannula 
enters the cul-de-sac; when the obturator 
is withdrawn, air enters the cul-de-sac. The 
culdoscope is then introduced through the 
cannula. The culdoscope can be moved 
from side to side and rotated if necessary, 
So as to visualize the pelvic organs. When 
the culdoscope is withdrawn, the cannula 
is left in place as the patient is placed in 
the lateral recumbent position. The authors 
have employed the culdoscope in 56 cases; 
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in 37 of these the procedure was employed 
because the history and/or pelvic examina- 
tion suggested the possibility of tubal 
pregnancy. A diagnosis of tubal pregnancy 
was made by culdoscopy in 5 out of these 
cases; and a diagnosis of salpingitis in 18; 


in 5 cases no cause for the abdominal pain 


could be found; there were 3 cases of fol- 
licular retention cysts; one of large corpus 
luteum; 3 cases of retained placental tissue 
and one early intrauterine pregnancy. In 
every case subsequent operation or con- 
tinued observation of the patient substan- 
tiated the culdoscopic findings. The culdo- 
scope is also of value in the diagnosis of 
atypical lower abdominal pain; in some 
cases early endometriosis that was not de- 
tectable by palpation has been found and 
conservative surgical treatment was suc- 
cessful. The culdoscope is of value for the 
differential diagnosis between salpingitis 
and endometriosis; especially in young 
women where it is desirable to preserve 
the childbearing function. Nonoperative 
treatment of salpingitis is indicated in 
many cases, but in endometriosis early con- 
servative surgery is the method of choice. 


COMMENT 


Any modality that adds to the certainty 
of diagnosis is of value, The culdoscope is 
such an instrument. Modeled after and used 
analogously to the peritoneoscove, it is of dis- 
tinct value in the differential diagnosis of cer- 
tain cases of ectobic pregnancy, acute salpin- 
gitis, or early endometriosis when the his- 
tory, the laboratory data, and the pelvic ex- 
amination are obscure and indefinite, Culdo- 
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scopy is a rather complicated and hazardous 
procedure except in the hands of an expert. 
Fortunately its use is rarely indicated since 
with modern diagnostic methods the correct 
diagnosis can usually be made. In our limited 
experience, peritoneal visualization with any 
type of “scope” has a very limited field of 
usefulness, H.B.M. 


Vaginal Hysterectomy 


O. N. Eastman (New York State Journal 
of Medicine, 48:59, Jan. 1, 1948) consid- 
ers that procidentia of the uterus with 
cystocele and rectocele is the chief indica- 
tion for vaginal hysterectomy. This opera- 
tion is indicated in some other conditions 
in poor risk patients with cardiac insufh- 
ciency or diabetes and in the aged. It is not 
indicated in cases in which there is a his- 
tory of previous pelvic inflammatory dis- 
ease, pelvic inflammation or any condition 
that causes limited mobility of the uterus. 
In 1000 vaginal hysterectomies, prolapse 
of the uterus, rectocele and cystocele were 
the most usual indications for operation; 
other indications included myoma_ uteri, 
metrorrhagia and retroversion of the uterus. 
In addition to the vaginal hysterectomy 
cystocele repair and perineorrhaphy, in- 
cluding rectocele repair, were done in most 
cases; salpingectomy was done in 97 cases 
and salpingo-oophorectomy in 90 cases. In 
the first 500 cases in which vaginal hys- 
terectomy was done, there were six deaths; 
in the second 500 cases, there was only one 
death; in this case the patient had been 
bleeding continuously from inoperable 
carcinoma of the cervix; operation was 
done to control this bleeding;. autopsy 
showed generalized peritonitis, large em- 
bolus in left heart, and a large thrombosis 
in the right ventricle. There were 37 cases 
of malignancy in the series and 31 of these 
patients were living in April 1947. The 
author has personally checked up 544 pa- 
tients; cystoceles recurred in 36 of these 
patients, rectoceles in 8 patients; 5 of these 
patients have been re-operated. In 106 
check-ups since March 11, 1937, 80 pa- 
tients showed 100 per cent satisfactory re- 
sults; the depth of the vagina varied from 
6 to 14 cm., averaging 11 cm.; 17 patients 
showed weakness of the naterior wall, but 
none complained of symptoms; and 2 
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showed weakness of the posterior wall. 
The technique of operation employed by 
the author is described. 


COMMENT 

Vaginal vs, abdominal hysterectomy will al- 
ways be debated. Which is preferable? There 
are valid indications for both types ¢ opera- 
tion. The operator must individuclize and 
“fit the operation to the case” rather than per- 
form one type of operation for all cases. The 
author’s report of 1000 vaginal hysterectomies 
reveals average results and we can offer no 
criticism except perhaps to ask why perform 
vaginal hysterectomy in the presence of ma- 
lignancy. However, there are perfectly com- 
petent operators who do but, I dare say, only 
in “super-selected” cases. The technic de- 
scribed is good and it is consoling to find that 
drainage is not employed. We believe perfect 
hemostasis and proper approximation of tis- 
sues obviate the necessity for drainage, In- 
fections, of course, should never be a factor 
in vaginal hysterectomy. Prevention of short- 
ening of the vagina, adequate elevation of the 
bladder, and proper repair of the anterior 
vaginal wall are details which require expert 
judgment and skill if anything like normal 
function is to be accomplished, Vaginal hyster- 
ectomy should be performed more routinely 
than it is in most American clinics. It has 
many advantages in properly rn 


A Nonsurgical Method of Therapy 
for Chronic Endocervicitis 


L. V. Dill (American Journal of Ob- 
Stetrics and Gynecology 54:1074, Dec. 
1947) describes a method of treatment of 
chronic endocervicitis employed in 25 
cases, Three of these patients had a chronic 
discharge of many years’ duration; the 
chief complaint in the other cases was 
sterility. Only 8 of the patients had previ- 
ously borne children. Two patients had 
been under treatment for more than five 
years, with local therapy and repeated cau- 
terization. In chronic endocervicitis, there 
is a characteristic heavy mucopurulent dis- 
charge from the external cervical os; the 
mucus is of high viscosity and opaque. 
Treatment was begun only after the patient 
had been seen on two successive visits, one 
during the ovulatory phase of the men- 
strual cycle to determine whether the 
mucus became clear at that time. At the 
second visit, the patient was instructed to 
begin treatment three days after the onset 


MEDICAL TIMES, JULY, 1948 





ing 

all | 
muc 
a bh 
duri 


of I 
ditic 
fecti 
penc 


MEI 














of the following menstrual period. One 
milligram of stilbestrol was given by mouth 
daily for fifteen days and sulfadiazine 1 
gm. three times daily for three days and 
l/, gm. three times daily for seven days, 
making a total dosage of 15 mg. of stil- 
bestrol and 19.5 gm. of sulfadiazine. The 
patient was examined again in the ovula- 
tory phase of the following menstrual 
period. If the improvement in the character 
of the cervical mucus was marked, stilbes- 
trol without sulfadiazine was repeated the 
following month. If there was little or no 
improvement the full course of stilbestrol 
and sulfadiazine was repeated, Improve- 
ment in the cervical mucus was determined 
by the degree of cloudiness of the layer on 
a slide cover on a dark background and 
by microscopic examination; it was con- 
sidered completely satisfactory when micto- 
scopic examination showed no leukocytes 
and the viscosity was approximately 
that of saliva. In one case, treatment 
continued for twelve months failed to clear 
the cervical mucus or reduce the volume of 
the discharge; this patient had had the con- 
dition for more than twelve years and had 
been treated by conization and cauterization 
without result. Three patients showed 
definite improvement, but the mucoid dis- 
charge did not disappear completely, and 
the cervical mucus never became “‘water- 
clear” and of low viscosity. One of these 
patients showed a recurrence of the orig- 
inal condition when _ treatment was 
stopped. In the remaining 21 cases, there 
was cessation of the discharge; the cervical 
mucus showed no pus cells, and its vis- 
cosity was low. If patients show no sensi- 
tivity to either drug, the use of this meth- 
od of treatment may render cauterization 
of the cervix unnecessary in a considerable 
percentage of cases. 


COMMENT 


Any rational non-surgical method of treat- 
ing chronic endocervitis is worth trying, We 
all know that the thick, tenacious mucous or 
mucopurulent cervical discharge is oftentimes 
a barrier to conception. We also know that 
during the ovulatory phase of menstruation 
the mucoid cervical discharge is clearer and 
of lower viscosity—that is under normal con- 
ition. However, when there is chronic in- 
fection present (chronic endocervicitis), de- 
pending on extent and type of infection, no 
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such appreciable changes take place. It, 
therefore, seems reasonable that the therapy 
suggested by the author might well be of con- 
siderable value in reducing the viscosity of the 
cervical discharge in the presence of chronic 
endocervicitis. We have had no personal ex- 
perience with the combination of stilbestrol 
and sulfadiazine. We have, of course, em- 
ployed stilbestrol alone many times and with 
fair success, However, the stilbestrol may 
have played an entirely different role in cer- 
tain of these cases. No doubt it did. How 
can we be certain when there are so many 
phases of the infertility problem still un- 
solved? Much more research and many more 
accurate clinical reports, such as Dr. Dill pre- 
sents, are needd to clarify many of the exist- 
ing data regarding sterility. —H.B.M 


Aspiration Curettage of the 
Endometrium in a Cancer Clinic 


G. A. Williams and C. B. Stewart 
(American Journal of Obstetrics and 
Gynecology, 54:804, November 1947) re- 
port the use of aspiration curettage of the 
endometrium as a diagnostic measure in 
the Steiner Cancer Clinic of the Grady 
Hospital, Atlanta, Georgia. This was done 
primarily when it was impossible to hos- 
pitalize all patients with abnormal bleeding 
and/or discharge for diagnostic curettement 
under anesthesia, because of the large num- 
ber of such patients and limited facilities 
and personnel at the hospital. The instru- 
ment employed is a cannula devised by the 
authors, which consists of a size 12 metal 
male catheter with a knife-edged fenestrum 
on the convex surface of the shortened 
beak. The cannula is introduced into the 
uterus after sounding carefully to deter- 
mine the size of the cavity and any irregu- 
larities of its surface. The fenestrum is 
applied to one border, suction is applied, 
and the fenestrum is carried over the en- 
tire endometrial surface. A tenaculum is 
used to steady the cervix if the uterus is 
very movable. When suction is discon- 
tinued and the cannula is withdrawn, its 
contents are injected into normal saline 
solution, and the fragments of endo- 
metrium are carefully separated off and 
placed in formalin or Zenket’s solution. Of 
the 200 patients in which this method was 
cmaienk 58 were classed as postmeno- 
pausal (cessation of menstruation for six 
months or more); the ages of these pa- 
tients ranged from forty to seventy-eight 
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years. The other 142 patients were classed 
as premenopausal, although some of them 
were “obviously undergoing the meno- 
pause.” The ages of this group ranged 
from thirty-six to fifty-seven years. 
Atrophic edometrium was not found in 
any of this group, but a disproportionate 
number showed proliferative or hyper- 
plastic endometrium, which is attributed 
to ‘the abuse of estrogen therapy.” Adeno- 
carcinoma of the endometrium was diag- 
nosed by aspiration biopsy in 2 of the pa- 
tients in the premenopausal group and in 
16 of the patients of the postmenopausal 
group; epidermoid cancer of the cervix 
was diagnosed in one patient in each 
group. In 24 cases, 12 per cent, the pathol- 
ogist reported insufficient tissue for diag- 
nosis. Further diagnostic studies and a 
careful follow-up of these 24 patients 
showed carcinoma of the endometrium in 
only one case and carcinoma of the cervix 
in 2 cases. Tissue was obtained by surgical 
dilatation and curettage or at hysterectomy 
in only 35 patients who had not received 
pseoperative radiation. This surgical diag- 
nosis was in full agreement with the as- 
piration diagnosis in 26 cases, and in par- 
tial agreement in 2 cases. In the other cases 


no diagnosis had been established by as- 
piration biopsy on account of insufficient 
tissue. On the basis of these findings the 
authors conclude that aspiration biopsy is 
of value in the study of the endometrium 
and has the advantage of economy and of 
the fact that patients will accept this pro- 
cedure more promptly than_ surgical 
curettement and hospitalization. 


COMMENT 


The early diagnosis of cancer is so tre. 
mendously important that aspiration curettage, 
it seems to us, is not cdequate. Who ccn tell 
without examination of the entire endometrial 
content whether malignancy is resent or not, 
In fact in the very early stages of corpus ma- 
lignancy (cancer in situ) it is occasionally 
overlooked even by the most meticulous path- 
ologist. Perhaps, too, the “thorough curet- 
tage” failed to include the malignant cells, in 
which case a negative diagnosis is made. The 
newer diagnostic procedure of vaginal cystol- 
ogy using the technic of Papanicolaou is prob. 
ably just as reliable and is less complicated. 
Neither procedure, however, is “sure enough”, 
We insist upon thorough curettage and serial 
sections of the resulting “block”? of endome- 
trial tissue. Only by this method can we be 
sure—or as sure as possible—of the diagnosis. 
Don’t be “half sure” when dealing with pos- 
sible cancer! —H.B.M. 


OBSTETRICS 


Cesarean Section in Potentially 
Infected Patients Using Sulfathiazole 
in the Uterus and the 

Peritoneal Cavity 


J. M. Settle and L. A. Wilson (American 
Journal of Obstetrics and Gynecology, 54:- 
801, November 1947) report 30 poten- 
tially infected cases in which transperi- 
toneal cesarean section was done with 
sulfathiazole placed in the uterus and the 
peritoneal cavity. All of these patients were 
admitted to the hospital as emergency cases 
after delivery had been attempted by mid- 
wives or physicians, and in most cases 
vaginal examination had been done. The 
average duration of labor before admission 
to the hospital was thirty hours; the longest 
duration of labor was eighty-four hours, 
the shortest fifteen hours. The membranes 
had been ruptured in 70 per cent of the 
cases, ten to sixty-four hours before ad- 
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mission, The indication, for cesarean sec- 
tion in these cases was cephalopelvic dis- 
proportion. A transperitoneal flap opera- 
tion was done with longitudinal incision 
through the lower uterine segment. After 
delivery of the infant, 5 gm. of sulfathia- 
zole crystals were dusted into the uterine 
cavity, especially around the incision and 
the cervix; 5 gm. were also dusted under 
the flap; and another 5 gm. over the line 
of sutures on the flap and in the lower 
part of the peritoneal cavity. There was 
some elevation of temperature after the 
first seventy-two hours after operation in 
43 per cent of cases, with one case of 
wound infection; but there was no case 
of thrombophlebitis, no fistulas, and no 
serious infection. There was only one ma- 
ternal death, due to pneumonia twenty- 
three hours after operation; autopsy 
showed no puerperal infection or pett 
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tonitis, and no evidence of blood-borne 
infection to the lungs, so that this death 
cannot be considered as a puerperal death. 
The length of stay in the hospital of the 
other patients varied from ten to twenty- 
seven days, averaging fourteen days. There 
was no infant mortality. In comparison 
with the results reported with the Waters 
extraperitoneal section in similar poten- 
tially infected cases, the method described 
gives very satisfactory results. 


COMMENT 


In our opinion transperitoneal cesarean sec- 
tion after intra-uterine manipulation is con- 
traindicated. In the first place we do not feel 
“safe” simply because we have chemotherapy 
and/or penicillin to combat the infection 
which is sure to be present and secondly, the 
extraperitoneal route (Latzko, Waters, Nor- 
ton) is known to be far safer as regards in- 
fection. We have no right as physicians to 
sacrifice sane judgment and good surgical 
technic for the “supposed” herfect efficacy of 
chemotherapy and/or senicillin or streptomy- 
cin. We may still hzve a “bug” thet no one 
nor a combination of these therapeutic agents 
will destroy. We strongly urge the extra- 
peritoneal route in cesarean section when 
there is any doubt as to potential or actual 
infection. It is undoubtedly safer for the 
mother and just as safe for the baby. If per- 
chance infection is present or later develops 
you have double protection—extraperitoneal 
wound plus chemotherapy and/or the anti- 
biotics. This double safety is none too much 
for any mother. Why take a chance! 

—H.B.M, 


A Clinical and Histopathological 
Study of Lesions of the Cervix 
Uteri During Pregnancy 


C. F. Fluhmann (American Journal of 
Obstetrics and Gynecology, 55:133, Jan. 
1948) reports 89 cases of pregnancy in 
which a gross abnormality of the cervix 
was recognized on routine examination, 
and a diagnosis made by biopsy or, in 4 
cases, by hysterectomy, The most frequent 
type of lesion was mucous polyps of the 
cervix, found in 37 cases; bleeding oc- 
curred in only 6 of these cases. In 32 cases, 
there was the so-called cervical erosion, 
presenting the typical gross characteristic 
of a very shallow ulcer with clear-cut edges. 
Histological examination showed adenoma- 
tous proliferation of the glands was the 
most striking change in these cervical ero- 
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sions in pregnancy, and this is probably 
the basic structure of the lesion; these find- 
ings suggest that cervical erosion in preg- 
nancy should be considered as an adenoma 
of the cervix rather than an inflammatory 
lesion. Carcinoma of the cervix was found 
in 10 cases; 6 of these cases have been 
previously reported; at the time of that re- 
port (1934) one had died after four years 
and 2 were known to be living five and 
six years; no further information has been 
obtained in regard to these 2 patients; but 
of the other 3 patients included in the 
previous report, one died seven years afte: 
treatment, and one in nine years; one 
patient is living and well for nineteen 
years. Of the 4 later cases, not included in 
the previous report, one is living and well 
six years after treatment (radium and 
hysterectomy); one died from infection 
following the first radium treatment; the 
other 2 have been treated only recently, 
one by hysterectomy followed by radium. 
In the series reported, the other less fre- 
quent lesions found in the cervix during 
pregnancy were condylomata acuminata in 
5 cases, endometrial polyps in 3 cases, 
and leukoplakia in 2 cases. 


COMMENT 


Routine speculum inspection of the cervix 
should be done on every pregnant patient. 
This procedure often reevals pathologic le- 
sions that demand prompt attention. Occa- 
sionally a malignancy is discovered. In the 
latter, instance proper treatment of the ma- 
lignancy must be promptly carried out, dis- 
regarding the pregnancy. Naturally, late in 
pregnancy (28th-34th week) delayed treat- 
ment may be indicated in the interest of a 
“livable” baby, since the mother is probably 
already “doomed to a cancer death”. Proven 
benign lesions, unless producing symptoms, 
need no active treatment during the pregnancy 
but should be attended to following the post 
partum period or later—always before another 
pregnancy is begun. The author presents a 
series of 89 cases where “a gross abnormality 
was recognized and a biopsy of the cervix ob- 
tained or a hysterectomy performed”. No fig- 
ure is given for the total number of pregnant 
women from which these 89 were culled out; 
judging from personal and clinic experience, 
there must have been “quite a few thousands’, 
We rarely find it necessary to actively treat 
(cautery or conization) a pregnant cervix. 
We always insbect every cervix, perhaps sev- 
eral times, during a given pregnancy. We 
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certainly recommend such procedure to every 
physician doing obstetrics. Adequate prena- 
tal care makes such inspection obligatory. 

B.M. 


Low Maternal Mortality with 
Persistence of Hemorrhage as the 
Chief Cause of Death 


C. A. Gordon (American Journal of 
Obstetrics and Gynecology, 54:1058, Dec. 
1947) presents an analysis of the maternal 
death rate in Brooklyn in 1946 with com- 
parison with previous years. This shows a 
marked decline in the maternal death rate 
and a low maternal mortality rate for 
Brooklyn in 1946. In 1937, there were 164 
puerperal deaths in Brooklyn with a ma- 
ternal death rate of 40.7 per 10,000 live 
births. In 1946 there were 57 puerperal 
deaths with a maternal death rate of 8,7 
per 10,000 live births. While hemorrhage 
was formally assigned as the cause of death 
in only 8 cases, it was the actual cause of 
death in 6 other cases in which death was 
tabulated as due to abruptio placentae, rup- 
ture of the uterus and probable rupture of 
the uterus. In 2 cases of postpartum hemor- 
thage, hysterectomy was done; as much 
as 8 units of plasma was given in one case 
before blood was procured just before hys- 
terectomy. In another case of postpartum 
hemorrhage, bleeding continued for three 
hours; 4 units of plasma were given and 
the uterus was continuously massaged dur- 
ing this time, but the uterus was not ex- 
plored. While there were 14 deaths due to 
cardiac disease associated with pregnancy 
and childbirth, only 5 of these followed 
delivery and are included in the puerperal 
deaths. Prenatal care had been inadequate 
in all but 2 of these cases; cesarean section 
was done in 3 cases, under spinal anes- 
thesia in 2 instances. As hemorrhage is 
still the principal cause of maternal death 
in Brooklyn, it is important that adequate 
blood reserves are maintained at all hos- 
pitals and that it is clearly realized that 
plasma is not a satisfactory substitute for 
blood in the treatment of hemorrhage. In 
the prevention of deaths from preeclamp- 
sia and heart disease, adequate prenatal 
care and hospitalization of the patient when 
the first significant symptoms of toxemia 
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or cardiac failure appear are essential, 
Cesarean section is not necessarily the 
method of choice for delivery in either 
condition. The indications for cesarean 
section need close examination, and a high 
standard for the performance of the opera- 
tion must be maintained. 


COMMENT 

An 80 per cent reduction in maternal mor- 
tality in ten years in Brooklyn is a notable 
achievement. There are numerous reasons 
for this wonderful reduction but space does 
not permit their enumeration. The causes of 
maternal deaths have remained about the 
same but with one exception—viz.: hemor- 
rhage. Whereas previous to about 1944 hem. 
orrhage was third or fourth on the list of 
causes, today we know that hemorrhage is 
vying for first place. The author points 
out that in Brooklyn hemorrhage occupies 
first place in maternal mortality. Hemorrhage 
cannot usually be predicted, therefore we 
should always be prepared to treat it. Plasma 
is not a satisfactory substitute for blood in the 
management of hemorrhage and hence whole 
blood must be immediately available at all 
hours, Immediate transfusion of blood is 
the only sane treatment for maternal hemor- 
rhage. All hospitals must have blood avail- 
able for immediate transfusion. Those that 
do not have this facility should not accept ob- 
stetric cases.. This article is full of facts; read 
it carefully, —H.B.M. 


Subsequent Childbearing of 
Primigravida Presenting a 
Breech at Term 


C. L. Randall and R. W. Baetz (New 
York State Journal of Medicine, 48:49, 
Jan. 1, 1948) report a study of subsequent 
childbearing of 179 primigravidas with 
breech presentation. Only one of these 
patients, an elderly primipara, was delivered 
by cesarean section at both her first and 
second labor. In considering the fetal mor- 
tality of breech delivery in these 179 
ptimiparas, the nonviable and macerated 
fetuses have been excluded; the ‘‘corrected 
fetal mortality on this basis was 8.9 per 
cent (17 deaths of viable infants). But 
another 10.7 per cent of infants were non- 
viable, macerated or neonatal deaths, so 
that only 144 of these 179 women (80.4 
per cent) gave birth to normal infants liv- 
ing at the time of discharge from the hos- 
pital. This represents a fetal risk with 
breech presentation in primiparas approx!- 
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mately three times the average loss among 
the firstborn. In the 179 women, the cor- 
rected fetal mortality rate for their second 
delivery was 3.9 per cent; 141 women had 
a vertex presentation at the second delivery, 
and in this group the fetal mortality rate 
was 2.13 per cent. In the 38 cases in 
which there was also a breech presentation 
at the second delivery, the corrected fetal 
mortality was 10.5 per cent. Four of these 
women who had breech presentation at the 
second delivery had lost a viable child at 
the first delivery, but none of these women 
with recurrent breech presentation lost both 
the first and the second child. The in- 
cidence of nonviable infants was less in 
the second delivery of these 179 women 
than in the first delivery, so that in 88.5 
per cent, the second child was normal and 
survived. Of the 17 women who lost a 
viable child at the first delivery, 16 had 
viable children who survived at the second 
delivery, and one a nonviable premature 
child. 
COMMENT 


That the fetal risk is much greater in 
breech delivery than in vertex is universally 
admitted. That the fetal mortality and mor- 
bidity vary widely in different communities 
is a fact; in some they are very high while in 
others they are very low. Why should there 
be such dscrepancies? There are many, many 
reasons but we believe the principal ones are 
first, lack of a correct diagnosis. Many 
breeches are not recognized until late in labor; 
secondly, lack of appreciation of relative or 
absolute cephalopelvic disproportion due to 
inadequate physical examination coupled with 
poor judgment—( including x-ray pelvimetry); 
thirdly, inadequate knowledge of the mechan- 
ism of breech labor and delivery plus insuffi- 
cient dilatation of the cervix and preparation 
of the soft parts; and fourthly, too great haste 
in accomplishing the delivery. Too many 
breeches as hurriedly extracted through a cervix 
not fully dilated and soft parts not adequately 
prepared; or delivered by cesarean section. 
We believe that an attempt should be made to 

turn the breech” in all cases two or three 
weeks before term. Not all cases can be 
“turned”; the pereomtane of success varies. It 
is always worth a trial. If the breech persists 
or recurs after the turning, we do not be- 
come alarmed. We do, however, study and 
watch such a case more carefully, particularly 
@ primipara. Individualization and sound 
ie gment are required in all breech deliveries, 
ever perform “extraction” of the breech ex- 
cept for sound reasons — and then “never 
hurry but make haste slowly.” —H.B.M. 
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The Value of the Guterman 
Test in Threatened Abortion 


S. Bender (Journal of Obstetrics and 
Gynaecology of the British Empire, 54:- 
783, Dec. 1947) reports the use of the 
Guterman test for pregnanediol excretion 
in the urine in 55 cases diagnosed as threat- 
ened abortion. In 28 cases, in which the 
Guterman test showed no evidence of pro- 
gesterone deficiency, progesterone was not 
given in 22 cases, and abortion did not 
occur in 17 of these cases; in the 6 cases 
in which progesterone was given, abortion 
occurred in 5 instances. On the other hand, 
in 11 cases in which the test showed pro- 
gesterone deficiency, 4 of 5 patients given 
progesterone did not abort, and 5 of 6 
patients not given progesterone did abort. 
In 2 cases the test was vitiated by the fact 
that progesterone had been given prior to 
the test; in one of these cases progesterone 
was not given after the test and the patient 
aborted; in the case in which progesterone 
was continued, the patient did not abort. 
In 14 cases, the diagnosis of threatened 
abortion was disproved after the Guterman 
test had been made, either by the Asch- 
heim-Zondek test or the clinical course, or 
both. The Guterman test, the author con- 
cludes, is a rapid and practical method of 
distinguishing cases of threatened abortion 
due to progesterone deficiency from those 
not accompanied by progesterone defi- 
ciency; the administration of progesterone 
is indicated only in those cases of threat- 
ened abortion in which the test shows pro- 
gesterone deficiency. 

COMMENT 

The etiology of abortion remains among the 
“unknown” in a large number of instances. 
Prophylaxis, therefore, must of necessity be 
uncertain, Any test that will aid in the man- 
agement of threatened abortion should be of 
value, The Guterman Test is an example. 
The author concludes that “it is a rapid and 
practical method of distinguishing cases of 
threatened abortion due to progesterone de- 
ficiency.” We have no personal experience 
with this test but certainly it should be of 
great value in ae i treatment. 
If you have access to a laboratory that can 
carry out the test by all means make use of it. 
Why give progesterone or any other thera- 
peutic agent when it is not indicated? Un- 
fortunately this is done all too frequently in 
medical practice. —H.B.M. 
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Classical Quotations 


@ That the lungs partially deprived of air, should 
yield a tympanitic, and when the quantity of air 
in them is increased, a non-tympanite sound, appears 
opposed to the laws of physics. The fact however 
is certain, and is corroborated both by experiments 
on the dead body and also by this constant phe- 
nomenon, vis.: that when the lower portion of a 
lung is entirely compressed by any pleuritic effusion, 
and its upper portion reduced in volume, the per- 
cussion-sound at the upper part of the thorax is 
distinetly tympanitic. 


JOSEF SKODA 


Auscultation and Percussion, Translated by 
W. O. Markham, M.D. Philadelphia, 1854, p. 46. 


Future Medicine 


Oynamische Reaktionspathologie. Die Uberwindung 
er Medizinischen Grundlagenkrise Durch die 
Moderne Physik und Biologie Entwicklung und 
Ziele Einer Eigengesetslichen Medizin und Ihre 
Auswirkung in Forschung, Praxis und Gesund- 
heitspflege. By Prof. K. v. Neergaard. Basel, 
Switzerland, Benno Schwabe & Co., [c. 1946]. 
8vo. 317 pages, illustrated. Cloth, 24 fr. 


Professor Kurt von Neergaard demon- 
strates that medicine has to be built upon 
the completely changed fundament of 
modern physics and biology. He defines 
the foundation of a new, theoretical, au- 
tonomous medicine, which is aware of the 
clear, specific principles of morbidity and 
which refuses to be only “applied science” 
or “biological medicine.’ In the future a 
new, concise prophylactic medicine will di- 
rect medical research work, medical teach- 
ing, and the practice of medicine. 

Oscar G. LEvI 
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Paravertebral Block 


Paravertebral Block. In Diagnosis, Prognosis, and 
Therapy. Minor Sympathetic Surgery. By Felix 
Mandl, M.D. Translated by Gertrude Kallner, 
M New York, Grune & Stratton, [c. 1947]. 
8vo. 330 pages, illustrated. Cloth, $6.50. 


This compact treatise embraces an intro- 
duction and eight chapters. The introduc- 
tion presents a succinct history of the sub- 
ject. 

The first two chapters cover purely me- 
chanical aspects with a concise descriptive 
anatomy of the structures involved and an 
exposition of old and new techniques of 
injection. 

The next six chapters are applied to 
many precise medical and surgical dis- 
eases with discussions about the indica- 
tions for paravertebral block, either as 
an aid in diagnosis or as the major im- 
plement of therapy. 

This book should appeal to both in- 
ternist and surgeon. 

FREDERICK A. Pizzi 


Dermatology and Disease 


Dermatologic Clues to Internal Disease. By Howard 
T. Behrman, M.D. New York, Grune & Stratton, 
[c. 1947]. 8vo. 165 pages, illustrated. Cloth, $5.00. 


This excellent work comes from the pen 
of one of the teaching staff of New York 
University College of Medicine, and fills 
what might be called a long-felt want by 
the student of dermatology. Excellent il- 
lustrations elucidate the text which at- 
tempts to correlate certain skin disorders 
with those arising in some visceral dys- 
function. 

NATHAN THOMAS BEERS 
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Hormones, Enzymes, Vitamins 


Spuren von Stoffen Entscheiden Uber Unser Schicksal. 
By Professor Emil Abderhalden. 2nd _ Edition. 
Basel, Switzerland, Benno Schwabe & Co., [c. 
1946]. Large 12 mo. 106 pages, illustrated. Paper, 
6 fr. 


This pamphlet presents a lucid and 
scientifically accurate discussion of the role 
played by vitamins, enzymes, and_hor- 
mones in the functions of the human 
body. It is ideal for the person not di- 
rectly concerned with biochemistry, e.g. 
the chemist, biologist, or the layman. 
Physiological functions of a vital class of 
compounds are discussed in terms which 
are readily understandable to anyone 
posessing an elementary knowledge of bi- 
ology, while the superficiality, so often 
found in scientific writing intended for 
the layman, is avoided. 

GEORGE KATZ 


Fiction 


Count Me Among the Living. By Ethol Sexton. New 
cork, kg & Bros., % 1946]. 8vo. 452 pages. 
oth, f2. 


This is the story of a girl born in pov- 
erty in a decadent family with a life beset 
by fears, strongly influenced by her emo- 
tional mother and under the shadow of 
the dead grandmother. The morbid 
lescent “‘curiosity,” misguided shame, 
fierce urges and painfully acquired knowl- 
edge are vividly related. 

The early setting is on a lonely Ha- 


waiian plantation where she sought escape , 


through her dreams of glory and great 
fame. At 16 she went to San Francisco 
the wife of an advertising man whom she 
helped to riches. After the death of her 
baby she began brooding over the ano- 
nymity of her father, building up compen- 
satory pride that she was a descendant of 
the legendary Island Gods. Dreams grew 
into sharp fantasies and finally centered 
upon a Hollywood movie director. She 
left her husband and fled to Hollywood 
and through direful acts won a chance for 
stardom. This she could neither accept nor 
renounce, and finally became hopelessly 
insane, 
It is a moving and tragic story, gripping 
and unforgetable. 
WILLIAM E. MCCULLOUGH 
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A.M.A. History 


A History of the American Medical Association 
1847 to 1947. By Morris Fishbein, M.D. | The 
Biographies of the Presidents of the Association 
by Walter L. Bierring, M.D. Philadelphia, W. B. 
Saunders Co., [c. 1947]. 8vo. 1226 pages, illue 
trated. Cloth, $10.00. 


This large volume, with its fine illus- 
trations and photographs, contains a fac- 
tual account of the history of the strug- 
gles and accomplishments of the Associa- 
tion, together with a record of the lives 
of its presidents and individual reports 
on each of the Councils, Bureaus, official 
bodies and agencies of the Association. 

That part of the history from 1846 
through 1924 has been published serially 
in the Journal. However, since 1924, the 
entire history through 1947, including 
special chapters on the libel suits of the 
A.M.A., on the life of Dr. George H. 
Simmonds and on the indictment and trial 
by the United States Government, is in- 
cluded in the book. 

The various authors of the History are 
Drs. Nathan S. Davis III., a descendant 
of the first president, Dr. Nathan Smith 
Davis, Morris Fishbein, Walter L. Bier- 
ring, Ernest E. Irons, Josiah J. Moore, 
Austin Smith, Victor Johnson, Howard A. 
Carter, J. R. Wilson, Carl M. Peterson, 
Louis H. Bauer, W. W. Bauer, Ludwig 
Hektoen, also Mr. George Cooley, Misses 
Sylvia B. Martin, Audrey McKeever, 
Messrs. J. W. Holloway, Jr., Bliss O. 
Halling, V. Shuler, Thomas G. Hull, 
Ph.D., Frank G. Dickinson, Ph.D., Miss 
Marjorie Moore and Mrs. Jessie D. Hamer 
for the Woman’s Auxiliary and other vari- 
ous authors on the official publications of 
the A.M.A. 

It is a delightful book for ready ref- 
erence or casual study with over 100 bi- 
ographies of presidents. Dr. Morris Fish- 
bein has done a wonderful work in suc- 
cessfully editing such a monumental his- 
tory. 
It should be of interest to all doctors, 
as well as educators, historians, other lay- 
men and politicians, in order to get a 
good idea of the aims, achievements and 
what the American Medical Association 
really represents. 


THomaAs B. Woop 
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Muscular Weakness 


Musele Testing. Techniques of M l E. inati 





By Lucille Daniels, M.A., Marian Williams, M.A., 
& Catherine Worthingham, M.A., Philadelphia, W. 
B. Saunders Co., [c. 1946]. 4to. 189 pages, illus- 
trated. Paper, $2.50. 


Muscle testing by manual examination 
constitutes an important factor in the di- 
agnosis and treatment of muscular weak- 
ness. To obtain the fullest value of this 
method of testing it is necessary to ration- 
alize and standardize the technique em- 
ployed. This the authors have accom- 
plished in a most satisfactory manner. 
Each movement is clearly illustrated and 
explained, and its application to the mus- 
cle chart is easily correlated. Anatomical 
charts and diagrams accompany each test 
group and serve to further clarify the 
text. This excellent book warrants the 
closest study by the orthopedist as well 
as by the physiatrist and physical therapy 
technician. It is clearly printed and illus- 
trated, but would seem to deserve a more 
substantial binding than the current edi- 
tion presents. 

JEROME WEIss 


Habitual Inebriety 


Phases in the Drinking History of Alcoholics. 
Analysis of a survey conducted by the Grapevine, 
Official Organ of Alcoholics Anonymous. By E. 
M. Jellinek, Sc.D. New Haven, Conn., Hillhouse 
Press, [c. 1946]. 8vo. 88 pages. Paper, $1.00 


This book gives in digest form an analy- 
sis of a survey, based upon 98 ques- 
tionnaires of male members of Alcoholics 
Anonymous, in response to a questionnaire 
through the Grapevine, May, 1945, issue. 

The significant upshots of the survey, 
aside from nn A and etiological proc- 
esses connected with psychodynamics lead- 
ing to growth of habitual inebriety, are 
suggestions regarding the true changes of 
attitudes and conducts which are contin- 
gent upon the social consequences and 
physical stresses of excessive drinking. 
Such attitudes and conduct changes, how- 
ever, may not develop until five to ten 
years have elapsed, and may take on the 
appearance of a clinical neurosis. It is also 
suggested that there may be behaviors 
prognostic of alcoholism in the offing. If 
this could be crystallized and its knowl- 
edge widely disseminated, prevention 
might be facilitated. 

FREDERICK L. PATRY 
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Ear, Nose and Throat Manual 


A Manual of Otology, Rhinology and Lerugoleme 
4 Howard Charles Ballenger, M.D. 3rd Edition, 
Philadelphia, Lea & Febiger, [c. 1947]. 8vo. 352 
pages, illustrated. Cloth, $4.50. 


This is a third edition manual, simple 
and orderly in its presentation of anatomy, 
etiology, symptoms, diagnosis and ac- 
cepted treatment. It has been developed 
by a teacher for under-graduate students 
and for the general practitioner. For this 
pesposs it is a splendid book. The text has 

en revised and enlarged with some new 
and valuable additions. 

CHARLES REED WEETH 


Psychoanalysis—1946 


The Yearbook of Psychoanalysis. Sandor Lorand, 
M.D., Editor. Volume 2, New York, International 
Universities Pr., [c. 1946, Sandor Lorand, M.D.]. 
8vo. 280 pages. Cloth, $7.50. 


This volume comprises leading contri- 
butions of 1946 toward growth in under- 
standing and practice of psychoanalysis, 
culled from various sources. The editor 
has made available an auspicious sampling 
of outstanding authors. A revised trans- 
lation of Freud’s Dostoevsky and Parri- 
cide makes for delightfully refreshing 
reading. No one interested in psychoan- 
alysis should be without this handy year- 
book, which augurs well for a lusty lon- 


gevity. 
FREDERICK L. PATRY ° 


Gastritis 


Gastritis. By Rudolf Schindler, M.D. New York, 
Grune & Stratton, [c. 1947]. 8vo. 462 pages, illus- 
trated. Cloth, $8.75. 


This is a very interesting monograph 
on the controversial subject of gastritis. 

The gross and microscopic pathology is 
discussed and illustrated by almost a hun- 
dred. microphotographs. 

Brief descriptions of the various forms 
of acute gastritis are followed by com- 
prehensive chapters on every phase of 
chronic idiopathic gastritis. Diagnosis and 
treatment are well handled and the au- 
thor’s views on the value of psychotherapy 
in gastritis is well worth reading. The 
relationship of gastritis to other diseases 1s 
followed by fifty case reports with gas- 


troscopic and microscopic findings. 
CHARLES G. WILLIAMSON 
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